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New—Sadove and Cross’ The Recovery Room 


Effective immediate postoperative management of every 
type of surgical patient and critically ill medical patient 


of the intensive therapy unit from administration to spe- 
cialized nursing care. The first book of its type to be 


in the recovery room. 26 authorities describe all aspects published. Further details just inside. 


See SAUNDERS Advertisement on next 2 pages 
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Bland’s 
DISTURBANCES 
OF BODY FLUIDS 


This New (2nd) Edition brings you up-to-date, clinically- 
slanted information on how to recognize and manage prob- 
lems of fluid imbalance—using a minimum of laboratory data. 
The author clarifies for you the often highly confusing term- 
inology in the field of body fluids. The fundamental principles 
necessary for effective clinical management are clearly ex- 
plained. Signs and symptoms of fluid imbalance are carefully 
pointed out. Dr. Bland skillfully shows you how to help solve 
clinical problems by fuller use of your eyes, ears, hands and 
mind. You are fully guided on corrective measures in every 
case. 


No matter what your specialty you will find guidance on al- 
most all the metabolic disturbances you are likely to meet in 
your practice ... metabolic aspects of surgery, shock, geriatric 
problems, pediatric problems, adverse effects of heat, meta- 
bolic aspects of renal disease, diabetes, pulmonary disease, 
diseases of the liver and circulation. 


This presentation is extremely practical — ready for clinical 
use at the bedside. Nomenclature has been simplified to an 
amazing degree of workability. A handy glossary and 109 
illustrations speed communication of concepts. 


By Jonn H. Bano, M.D., Associate Professor of Medicine, University of Vermont Col- 
lege of Medicine. 552 pages, 7”x 10”, with 109 illustrations. $11.50. New (2nd) Edition! 


Reed’s 
COUNSELING 
IN MEDICAL GENETICS 


This handy guide will help you answer your patient’s ques- 
tions about heredity. It tells you specifically just what the 
chances are of a disease or abnormality being transmitted to 
the next generation. 


Almost every chapter is devoted to a common hereditary dis- 
ability—telling you in the briefest form exactly what you want 
to know about the likelihood of transference. Each chapter 
presents a warmly human picture. They make absorbing 
reading and give you specific facts. Interesting case histories 
illustrate the discussions. 


Chief attention is paid to diseases or abnormalities that appear 
with a frequency of better than one in 1000 births—Rheu- 
matic Fever—Congenital Heart Disease—Mental Retardation 
—Clubfoot—Harelip and Cleft Palate—Mongolism—Nervous 
System Malformations—Convulsive Seizures—Diabetes—Con- 
genital Dislocation of the Hip. 


Other chapters cover blood genetics, allergies, twins, and 
genetic effects of radiations. You will find concise help on 
counseling patients worried about hereditary defects. The 
handy Appendix lists almost all inherited abnormalities and 
their expected incidence. 


By SHeLpon C. Reep, Director, Dight Institute for Human Genetics, The University 
of Minnesota, 268 pages, 514” x 8”. $4.00. 


SADOVE AND CROSS’ THE RECOVERY ROOM 


This new book brings you the latest and best procedures for 
effective management of the critical postoperative patient in 
the recovery room. 


26 eminent authorities describe in meticulous detail the care 
of ev ery type ot surgical patient. Thirteen chapters are devoted 
to various types of surgery—explaining the complications 
which might develop and how to manage them. All proce- 
dures are in easy to follow, step-by-step form. 


You find completely modern help on the principles applicable 
to all postoperative care—control of pain, sedation, antibiotic 
therapy, gastric dilatation, nausea and vomiting, plus valuable 
pointers on modern management of circulation, shock, respi- 
ration and nutrition. 


Intensive therapy for problems of the critically ill medical 
patient such as cardiac emergencies, massive gastrointestinal 
hemorrhage and cerebral accidents is described. 


Every aspect of recovery room management is fully discussed 
in concise detail—organization, function, latest equipment, 
administration and nursing care. Planning the unit, arrang- 
ing physical facilities, personnel and financing are all included. 
This book—the first of its kind—will serve you as the most 
up-to-date source on immediate postoperative care available 
today. 


By Max S. Sapove, M.D., Professor of Surgery (Anesth.) and Head, Division of Anes- 
thesiology, University of Illinois College of Medicine and the Research and Educa- 
tional Hospitals; and James H. Cross, M.D., Clinical Assistant Professor in Surgery, 
University of Illinois College of Medicine’ with Contributions by 24 Authorities. 
597 pages, 6”x 9%”, with 103 illustrations. $12.00. New! 


THE JOURNAL of the American Medical Association is published —— by the American Medical Association, Subscription price, £15.00 a year, 45¢ a copy. Canadian 
$17.00. Fereign $21.50. Accepted for entry as second class mail at the Postoffice at Dayton, Ohio under the act of March 3, 1879, Address +11 communications to 
American Medical Association, 535 N. Dearborn St.. Chicago 10, IMinois 


« 


i 
| 
| 
| 
| 


Laughlin’s 
NEUROSES 
IN CLINICAL PRACTICE 


How to recognize and treat emotional disturbances. This mod- 
ern book gives you a clear, useful picture of each common 
neurosis. Much valuable information is covered—from inci- 
dence, pathogenesis, symptoms and diagnosis to treatment. 
The new tranquilizing drugs as adjuncts to therapy are dis- 
cussed. Whether you are a general practitioner or a specialist, 
this new book offers you more information on non-psychoti¢ 
psychiatry than any other single source .. . helps you managé 
the common emotional illnesses right in your office . . . aids 
you in referrals. 


Valuable features for busy doctors 

© Amazingly clear descriptions read like a novel. 

® 200 fascinating illustrative case histories. 

® Modern glossary of psychiatric terms and concepts. 

© Brief classification of mental and emotional illnesses. 
® 32 well-organized tables of visual material. 


Tells you how to cope with such neuroses as .... 
Anxiety—Fear—The Phobias—Conversion Hysteria—Depres- 
sion—Emotional Fatigue—Neurasthenia—Overconcern with 
Health—Obsessive-Compulsive Reactions—Neuroses Follow- 
ing Trauma. 


Gives you down-to-earth help on these problems... . 
How to measure emotional health—use of sedatives—sleep- 
walking—fainting—amnesia—the unhealthy fantasy—etc. 


By Henry B. Lavcnuuitn, M.D., Associate Professor of Psychiatry, George Washington 
University School of Medicine; Head, Psychiatry and Neurology Division, Suburban 
Hospital, Bethesda, Maryland; Consultant in Psychiatry, Walter Reed Army Medical 
Center. 802 pages. $12.50. New! 


patient 


Gross and Jezer’s 
TREATMENT 
OF HEART DISEASE 


Effective management of the cardiac patient. Here is a re- 
markably complete and up-to-date book on treatment of 
every known heart disorder. The authors describe in rich 
detail effective methods of management they have developed 
in 50 years of combined experience in treating cardiac patients. 
They also present all alternative methods in use today, com- 
menting on the advantages and disadvantages of each. 


They provide you with a picture of all circumstances which 
may affect the successful treatment of cardiac patients—drugs, 
diets, indications for surgery, pre- and postoperative care, 
rehabilitation and living with a sick heart, (guiding you on 
exactly what activities the cardiac patient can safely engage 
in). 


Instructions for treatment are meticulously explicit. General 
therapeutic measures are carefully described. Extensive 
help is given you on selection of drugs, exact dosages and 
combination of drugs. Treatment failure and adverse reactions 
to drugs are evaluated. Two separate exhaustive chapters 
thoroughly discuss digitalis and quinidine from chemical 
nature to toxicity. 


Other helpful chapters cover pregnancy and heart disease, 
anesthesia and surgery in the cardiac patient and psychoso- 
matic aspects of heart disease. Over 100 illustrations illum- 
inate the text. Send for this extensive, thoroughly helpful 
reference on treatment of heart disease today! 

By Harry Gross, M.D., and Aspranam Jezer, M.D., Attending Physicians, the Monte- 


fiore Hospital; and Assistant Clinical Professors of Medicine, Columbia University Col 
lege of Physicians and Surgeons. 549 pages, 64%” x 9%”, illustrated. $13.00. New! 


Please send me and charge my account: 


0 Sadove and Cross’ Recovery Room $12.00 


W. B. SAUNDERS COMPANY West Washington Square, Philo. 5 


1 Easy Payment Plan ($3 per mo.) 


O Bland’s Disturbances of Body Fluids $11.50 © Reed’s Counseling in Medical Genetics $4.00 


0 Gross and Jezer’s Treatment of Heart Disease $13.00 
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1. SO BRIGHT IN TASTE .. . nothing like it for sparkling, tangy goodness. 


| 2. SO QUICKLY REFRESHING ... . nothing like it for a bracing 
bit of energy to bring you back refreshed. 
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Mahe Your Gift-Book Selections Here! We 


Books of your choice will be sent directly to you, or to the individual 


WINTROBE—CLINICAL 
HEMATOLOGY 

By MAXWELL M. WINTROBE, M.D., Ph.D., 

University of Utah, College of Medicine, Salt Lake 

City. 1184 pages. 236 illustrations and 20 plates, 18 

in color. New 4th edition. $15.00. 


SOFFER—DISEASES OF THE 
ENDOCRINE GLANDS 

By LOUIS SOFFER, M.D., F.A.C.P., State Uni- 

versity of New York, College of Medicine in New 

York City. 1032 pages. 102 illustrations and 3 plates 

in color, 28 tables. New 2nd edition. $16.50. 


STIMSON AND HODES—COMMON 
CONTAGIOUS DISEASES 
By PHILIP M. STIMSON, A.B., M.D., Cornell Uni- 
versity Medical College; and HORACE L. HODES, 
B., M.D., Director of the Department of Pediat- 
rics, Mt. Sinai Hospital ; College of Physicians and 
Surgeons, Columbia University, New York, N 
624 pages. 84 illustrations | 10 plates, 8 in color. 
16 tables. Flexible binding. New 5th edition. $8.50. 


EPSTEIN—SKIN SURGERY 


17 CONTRIBUTORS. By ERVIN EPSTEIN, M.D., 
Stanford University Medical School, San Francisco, 
California. 228 pages. 242 illustrations on 101 fig- 
ures. New. $7.50. 


ORMSBY AND MONTGOMERY— 
DISEASES of the SKIN 

By the Late OLIVER S. ORMSBY, M.D., Univer- 
sity of Illinois, Chicago; and HAMILTON’ MONT- 
GOMERY, M.D., Mayo Foundation, University of 
Minnesota, Rochester. 1503 pages, 750 illustrations 
on 666 figures and 18 in color on 11 plates. 8th 
edition, $22.00. 


WOHL AND GOODHART—MODERN 
NUTRITION IN HEALTH AND 
DISEASE 

55 CONTRIBUTORS. By MICHAEL G. WOHL, 

M.D., Hahnemann Medical College and Hospital, 

Philadelphia, Pa.; and ROBERT e GOODHART, 
-D., The National Vitamin Foundation, Inc., New 

York City. 1062 pages. 80 illus, 127 tables. $18.50. 


CUSHMAN—STRABISMUS 

Diagnosis and Treatment, By BEULAH CUSHMAN, 
M.S., ais orthwestern University Medical 
School, Chicago, Illinois. 208 pages. 
New. $6.00. 


RITVO—CHEST X-RAY DIAGNOSIS 
By MAX RITVO, M.D., Harvard Medical School, 
Boston, Massachusetts. 640 pages, 7” x 10”. 633 il- 
lustrations on 426 figures and 1 plate in color. New 
2nd edition. $16.00. 


RITVO—BONE AND JOINT X-RAY 
DIAGNOSIS 

By MAX RITVO, M.D., Harvard Medical School, 

Boston, Massachusetts. 752 pages, 7” x 10". 568 

illustrations on 398 figures. $20.00. 


JONAS—BABCOCK’S SURGERY 


Edited by KARL M.D., Philadelphia, 
Pa. 56 CONTRIBUTORS. 1543 pases, 
1006 illus. and 10 plates in color. 2nd edition, $18.00. 


Illustrated. 


you name—with your card enclosed. Be sure to order your 
LEA & FEBIGER books NOW for delivery by December 24 


ZIMMERMAN, NETSKY AND 
DAVIDOFF—ATLAS OF TUMORS 
OF THE NERVOUS SYSTEM 

By HARRY M. ZIMMERMAN, M.D., MARTIN 

G. NETSKY, M.D., and LEO M. DAVIDOFF, 

M. D., Montefiore Hospital, New York, N. Y. /9/ 

pages, 7” x 10”. 233 in color. 

New. $25.00. 


277 sllustrations, 


LEVINSON AND MacFATE—CLINICAL 
LABORATORY DIAGNOSIS 


By SAMUEL A. LEVINSON, M.S., M.D., Ph.D., 
University of Ilinois College of Medicine Chicago ; 
and ROBERT P. MacFATE, Ch.E. M.5., Ph.D., 
Division of Laboratories, Board of Health, City of 
Chicago. 1246 pages. 244 illustrations and 13 plates, 
11 in color, 142 tables. New Sth edition. $12.50. 


SIMMONS AND GENTZKOW— 
MEDICAL & PUBLIC HEALTH 
LABORATORY METHODS 

35 CONTRIBUTORS. Edited by the Late JAMES S. 

SIMMONS, M.D., and CLEON J. GENTZKOW, 

M.D., Ph.D., Department of Health, Commonwealth 


of Pennsylvania. 1191 pages. 115 illustrations and 9 
plates in color. 129 tables. 6th edition. $18.50. 


BELL—TEXTBOOK OF PATHOLOGY 
By E. T. BELL, M.D., University of Minnesota, Min- 
neapolis; AND CONTRIBUTORS. 1028 pages. 545 
illustrations and 5 plates in color, New 8th edition. 


THIENES AND HALEY—CLINICAL 
TOXICOLOGY 


CLINTON H. THIENES, M.D., Ph.D., School 
of Medicine, University of Southern California; and 
THOMAS J. HALEY, Ph.D., School of Medicine, 
University of California, Los Angeles. 457 pages. Il- 
lustrated. 33 tables, 3rd ed. $6.50. 


HOLMES AND ROBBINS— 
ROENTGEN INTERPRETATION 

By GEORGE W. HOLMES, M.D., Waldo County 

General Hospital, Belfast, Maine; and LAURENCE 

L. ROBBINS, M.D., Harvard Medical School, Bos- 

ton, Massachusetts. 525 pages. 371 illustrations. 8th 

edition. $10.00. 


TWISS & OPPENHEIM—DISORDERS 
OF LIVER, PANCREAS & BILIARY 
TRACT 

Lf JOHN RUSSELL TWISS, M.D., F.4.C.P., and 

ELLIOT OPPENHEIM, M.D., F.A.C.P., New York 

University Post-Graduate Medical School, New York, 

AND CONTRIBUTORS. 653 pages. 136 illustra- 

tions and 7 plates, 3 in color. 48 tables. $15.00. 


DAVIDOFF AND EPSTEIN—THE 
ABNORMAL PNEUMOENCEPHALO- 
GRAM 

By LEO M. DAVIDOFF, M.D., Montefiore Hospital, 
York; and BERNARD $. EPSTEIN, M.D.. 

The Long Island Jewish Hospital, New Hyde Park, 

N. Y. 518 pages. 7” x 10”. 696 illustrations on 291 

figures. 2nd edition. $15.00. 


KATZ AND PICK—CLINICAL ELEC- 
TROCARDIOGRAPHY. I. AR- 
RHYTHMIAS 

LOUIS N., 


With Atlas of Elecirocardiograms. B 
KATZ, A.B., M.A A.C.P., Universit 


of Chicago; and ALFRED PICK, M.D., Michae 
Reese Hospital, Chicago, Illinois. 737 pages, 7” x 10”. 
415 illustrations, New. $17.50. 


BURCH AND WINSOR—PRIMER OF 
ELECTROCARDIOGRAPHY 


By GEORGE E. BURCH, M.D., F.A.C.P., Tulane 
University School of Medicine, New Orleans, Louis:- 
ana; and TRAVIS WINSOR, M.D., F.A.C.P., Uni- 
versity of Southern California Medical Schoo], Los 
Angeles. 286 pages. 281 illus. 3rd edition. $5.00. 


MASTER, MOSER AND JAFFE— 
CARDIAC EMERGENCIES AND 
HEART FAILURE 

Prevention and Treatment. By ARTHUR M. MAS 
R, .D., College of and Surgeons, 

Columbia University; MARVIN MOSER, M.D.; 

Montefiore Hospital, New York; and HARRY L. 

JAFFE, M.D., College of Physicians and Surgeons, 

Columbia University, New York. 203 pages. 14 sllus- 

trations. Flexible binding. 2nd edition. rf 7s 


STIMSON—MANUAL OF FRACTURES 
AND DISLOCATIONS 

By BARBARA B. STIMSON, A.B., M.D., Med. 

Sc.D., F.A.C.S., St. Francis Hospital, Poughkeepsie, 

yi = 224 pages. 97 illustrations, New 3rd edition. 


PULLEN—PULMONARY DISEASES 
20 CONTRIBUTORS. Edited by ROSCOE L. PUL- 
LEN, A.B., M.D., F.A.C. University of Missouri 
School of Medicine, Columbia. 669 pages, 195 sllns- 
trations and 4 plates, 1 in color, $15.00. 


HARDY—FLUID THERAPY 


By JAMES D. HARDY, M.S. (Chem.), M.D., 
F.A.C.S., University of Mississippi, Jackson. 255 
pages. 77 illustrations. 8 tables. $5.50. 


EPSTEIN—THE SPINE 

A Radiological Text and Atlas. By BERNARD S. 
EPSTEIN, M.D., The Long Island Jewish Hospital, 
New Hyde Park, N. Y. 539 pages, 7” x 10". 721 
illustrations on 331 figures. $16.50. 


LEWIN—THE BACK AND ITS DISK 
SYNDROMES 

Injuries, Diseases, Deformities, Disabilities. By 

PHILIP LEWIN, M.D., F.A.C.S., F.1.C.S., North- 

western University Medical School, Chicago, Illinois. 

942 pages. 371 illustrations and 4 plates in color. 

2nd edition. $18.50. 


FISHBERG—HYPERTENSION 

AND NEPHRITIS 
By ARTHUR M. FISHBERG, M.D., Director of 
Medicine, Beth Israel Hospital, New York City. 986 


pages. 49 illustrations. Sth edition, $12.50. 


LEA & FEBIGE 


WASHINGTON 


I wish to order the books listed in margin below (or encircled above). 


[-] Check enclosed. 


I1.A.M.A. 12-1-56 


([] Bill me at 30 days. 


SQUARE, PHILADELPHIA 6, PA. 
Canadian Agent: The Macmillan Co. of Canada, Ltd., 70 Bond St., Toronto. 


[-] Charge on your partial payment plan for physicians. 


For many cases of mild to moderate hypertension— 


(reserpine CIBA) 


In many cases of hypertension, Serpasil alone reduces 
blood pressure gradually and effectively to desired levels. 
In addition, Serpasil tranquilizes the patient, lessening 
anxiety and tension. When the more powerful antihyper- 
tensive, Serpasil-Apresoline, is indicated, priming ther- 
apy with Serpasil adjusts the patient to the physiologic 
milieu of lower pressure. 


Dosage Plan: Serpasil 
. Start with Serpasil alone, 0.5 mg. daily. 


. Continue for 10 to 20 days. If results prove satisfactory 
—as they will in many cases—no other medication is 
required. Later the Serpasil dosage may be reduced to as 
little as 0.1 mg. daily for maintenance. 

Tablets: 0.1 mg. (white), 0.25 mg. (white, scored), and 1.0 mg. 
(white, scored). 


Elixir: 0.2 mg. per 4-ml. teaspoonful. 
Parenteral Solution: 2.5 mg. per ml., in 2-ml. ampuls. 
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For moderate to severe refractory hypertension— 


hydrochloride 


(reserpine and hydralazine hydrochloride C!/BA) 


When the reduction of blood pressure is a therapeutic 

imperative, Serpasil-Apresoline can be relied upon for 

potent antihypertensive action. The benefits of this com- 

bination include... 

* combined central and peripheral antihypertensive 
activity 

¢ reduction of systolic and diastolic pressure 

¢ low incidence of side effects 

* slowing of heart rate 

* improvement of renal blood flow 

¢ significantly lowered dosage levels of the constituent 
drugs 


Dosage Plan: Serpasil-Apresoline 
. Should more than the central antihypertensive effect of 
Serpasil be required, combined central and peripheral 


antihypertensive therapy with Serpasil-Apresoline stand- 
ard-strength should be initiated—one tablet 4 times a day. 


. When reduction of dosage is indicated, Serpasil-Apreso- 
line half-strength should be used—one tablet 4 times a day. 


Tablets Standard-strength (scored), each containing 0.2 mg. 
Serpasil and 50 mg. Apresoline. 
Tablets Half-strength (scored), each containing 0.1 mg. 
Serpasil and 25 mg. Apresoline. 
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Only Johnson’s Baby Powder 
uses purest Italian talc 
exclusively. The unique, flat, : 
smooth talc platelets are 
then carefully processed 

for uniformity. 


unexcelled dry lubrication 
glides more smoothly over 
skin; soothes and helps 
prevent chafing. 


avoids dust-cloud effect 


special additional processing 
discards particles 
lixely to be air-borne. 


bettering baby care through specialized research 


BABY PRODUCTS DIVISION 
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“He’s a penicillin type, or I should say a moldy kind of character!” 


“Dear . . . where did you decide it pained me again?” 
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BRAND OF RESCINNAMINE 


il 


a 

well-tolerated 
antihypertensive 
and . 
tranquilizing 
agent... 


TABLETS: 
0.5 mg. 


0.25 mg. 


*Trademark 


PFIZER LABORATORIES, Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. 
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Fundamental advance in the battle against 


An oral antihypertensive that gives 
the convenience of oral administration, 
the reliability of parenteral injection 


INVERSINE is a totally new antihypertensive agent. 
It is mecamylamine, a secondary amine, chemically 
different from all other ganglionic blocking agents. 


INVERSINE is both potent and reliable on oral ad- 
ministration. It has been proved therapeutically ef- 
fective in the treatment of hypertension, and has 
been used by many investigators on thousands of 
patients. 


In one of many clinical trials,* “The over-all re- 
sponse rate was 92%, and 24% of the patients 
became normotensive.” Investigators have found 
INVERSINE to be “...the most potent...of the 
three drugs in reducing the blood pressure . . .”’ 
[INVERSINE and two other ganglionic blocking 
_ agents.] 


Completely absorbed when it is given by mouth, 
INVERSINE “. . . has such a gradual onset and offset 
of action that a continuous and effective level of 
blockade can be readily achieved . . .”* 


INVERSINE Provides Many Clinical Advantages. 
1. Excellent reproducibility of effects. 


2. Most potent of all available oral ganglionic block- 
ers (10 to 20 times more potent than pentolinium 
and about 90 times more potent than hexametho- 
nium). 

3. Smooth, predictable response. In a given patient, 
the same dose of INVERSINE elicits the same blood 
pressure response, time after time, with minimal 
day-to-day fluctuation. 


4. Remarkable physiologic economy (because com- 
pletely absorbed), resulting in long duration of ac- 
tion, sustained effect. 

5. Gradual onset of effect. 

6. Small oral dosage produces required hypotensive 
effect. 

7. Effective even in patients refractory to hexame- 
thonium and other ganglionic blocking agents. 
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ADDITIONAL ADVANTAGES 


When INVERSINE is used for ganglionic blockade, 
some patients suffering from hypertension may ex- 
perience relief of pre-existing headache and angina 
pectoris. 


Many patients with retinopathy, congestive heart 
failure and electrocardiographic abnormalities have 
shown signs of improvement during treatment with 
INVERSINE. 


SIDE EFFECTS 

INVERSINE (mecamylamine) is a very potent agent 
which must be used with care. Side effects observed 
during clinical use are due to excessive pharmaco- 


The same dose 
provides 

the same results 
... day after day 


MECAMYLAMINE HYDROCHLORIDE 


logic action, and may be minimized by careful ad- 
justment of dosage and close supervision of the 
patient. 

References : 

1. Moyer, J. H., et al.: Drug Therapy of Hypertension: Prelimi- 
nary Observations on the Clinical Use of Mecamylamine (A 
Ganglionic Blocking Agent) in Combination with Rauwolfia for 
the Treatment of Hypertension, Med. Rec. & Ann. 49:390 (Sept.) 
1955. 


2. Sturgis, C. C., et al.: Advances in Internal Medicine, J. Michi- 
gan M. Soc. 55:154 (Feb.) 1956. 


*In this clinical trial all patients were given, in 
addition to one of the ganglionic blocking agents, a 
constant daily amount of reserpine. 

INVERSINE is a registered trademark of Merck & 
Co., Inc. 
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Now more and more physicians are trying sulfas first in the treat- 
ment of most common infections. 


They base their preference for sulfas on lower cost, relatively few 
unpleasant side effects, outstanding effectiveness against a great 
variety of organisms. 


A first choice is the Triple Sulfa formulation combining equal 
parts of sulfadiazine, sulfamerazine, and sulfamethazine—the sul- 
fonamides most frequently prescribed because of their effectiveness 
in a wide antibacterial spectrum, their comparatively low toxicity, 
and the ease with which high blood levels are maintained.':? 


(U.S.P. XV Trisulfapyrimidines.) 


Triple Sulfa preparations are available from leading pharmaceutical 
manufacturers under their own brand names. 


American Cyanamid Company, Fine Chemicals Division, 30 Rocke- 
feller Plaza, New York 20, New York. 


TRIPLE SULFAS 


Meth-Dia-Mer Sulfonamides 


SULFADIAZINE SULFAMERAZINE SULFAMETHAZINE 


1. Goodman, L. S., and Gilman, A.: The Pharmacological Basis of Therapeutics, Ed. 2, 1955, The 
Macmillan Co., New York, pp. 1276-1320. 


2. Krantz, J. C., and Carr, C. J.: The Pharmacologic Principles of Medical Practice, Ed. 3, 1954, 
The Williams & Wilkins Co., Baltimore, pp. 125-148. 


| 
| 


16 J.A.M.A., December 1, 1956 
Pas 


: 
4 
t 
is 


WITH AUTHORS 
AND SUBJECTS 


Divided into sections, one devoted to books and tie 
other to periodical literature, the QUARTERLY 
CUMULATIVE INDEX MEDICUS contains a list 
of current publications alphabetized as to authors 
and subjects. The exact bibliographic reference is 
given under the author with titles in the original 
language, while titles under subjects are all in Eng- 


7 . is lish. The index also includes a listing of journals, 
The long awaited volume is now available end 


The QUARTERLY CUMULATIVE INDEX 
YOUR MEDICUS appears twice a year; volumes are cloth 
bound and cover periodicals for six months as indi- 
cated on the publication. These two volumes will be 
a convenient and inclusive reference for current medi- 
GUIDE TO cal literature. Invaluable for practitioners, specialists, 
teachers, editors, writers, investigators, students and 
libraries. 


CURRENT 


PUBLICATIONS 
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“AMERICAN MEDICAL ASSOCIATION 
535 NORTH DEARBO RN 


THE ROLE THE AIR RESEARCH PHYSICIAN 
THE JET AIR AGE 


126,000 feet up—2000 miles an hour—what happens to the mind and body of man under such conditions? What 
stresses—fatigue, tension, irritability—does he experience? How can they be reduced? What are the problems of 
vision at high speeds? Today's conditions of flight are imparting a new dimension to medicine. 

Today, USAF Air Research Physicians are studying these problems at the School of Aviation Medicine, 
Randolph Air Force Base, Texas, where a major portion of this research is accomplished. These men do not know 
ali the answers yet. They do not even know all the questions yet. But their discoveries will shape the future of air- 
power, and perhaps yield the solution to some of the oldest problems of clinical medicine. 

If you enjoy the challenge of medical research, here is an area for almost unlimited personal and professional 
achievement. The Air Force needs skilled men of energy and vision in its Aeromedical Research Program, as officers 

in its Air Force Medical Service. For details on how you can qualify, send the coupon below. 


Office of The Surgeon General P-03-AMA 
U. S. Headquarters USAF, Washington, D. C. 
ee ee information on my opportunities under the USAF 


AIR FORCE 
MEDICAL SERVICE 


MEDICAL SCHOOL. YEAR 
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for best results 


_. use The Journal AMA 


classified advertisement: 


THE JOURNAL’s Classified columns are being used regularly and with an outstanding 
record of proven success! Write for rates on personal and commercial classified ads. 
For current issue, ad must reach us by Friday Noon, 15 days in advance. 


ADVERTISING DEPARTMENT 

JOURNAL OF THE AMERICAN MEDICAL ASSOCIATION 
535 NORTH DEARBORN STREET 
CHICAGO 10, ILLINOIS 
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Only two doses a day 
for round-the-clock 


effect 


LIPO GANT 


When you prescribe 
Lipo Gantrisin, your 
patients usually 
need only two doses 
daily, for the 
antibacterial action 


of a single dose 


lasts for twelve hours. 
Lipo Gantrisin 
‘Roche’ is a palatable 
liquid especially 
useful for children 
and elderly invalids. 
Lipo Gantrisin® Acety] 

— brand of acety! 


sulfisoxazole in vegetable 


oil emulsion 
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pursued 


Noludar *Roche* will help | 


solve the probiem, Not a —- 


barbiturate, not likely to Ht 


be habit forming, 50 mg 


t.eied. provides daytime 

sedation with little like- 
lLihood of somnolence, while 
200 mg hes. induces a sound t 
night's sleep, usually with= 
out hangover. Noludar 


tablets, 50 and 200 mg; 


elixir, 50 mg per teaspoon. 


Hoffmann - La Roche Inc, 


Nutley 10, New Jersey 


Noludar®.- 
brand of methyprylon 
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Parents 
kids love em! 

Doctors say-- 

hate em/ 


*Pinworm— Roundworm 


Waters 


piperazine phosphate, Leeming, 500 mg. 
Shot. Leeming Game New York 17, N.Y. 


to reduce cough 
liverse etiolog) 


“They can’t be habit-forming—I've been taking them 
for sixteen years!” 
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nasal congestion 
in just 2 minutes eg 
with just drops 


HYDROCHLORIDE 
(naphazoline hydrochloride C!BA) 


Nasal Solution, 0.05% 

Nebulizer, 0.05% C M A 
Nasal Jelly, 0.05% 

Ophthalmic Solution, 0.1%, for $y 


conjunctival vasoconstriction 
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Washington 


Military Dependent Medical Care Program Starts « 
FDA Administrator Again Denounces Hoxsey Clinics * « 
State-by-State Study of Higher Education Urged « « 

Plans for Hearings on Medical Education Dropped ¢ 


MILITARY DEPENDENT MEDICAL CARE 


On December 7, the Defense Department inaugu- 
rates a large new medical care program, designed to 
give uniform benefits outside military medical facili- 
ties to perhaps as many as | million wives and children 
ot members of the uniformed services. Army Surgeon 
General Hays describes it as “the beginning of a new 
era in medical care and one that may set a new pattern 
in cooperation between civilian and military medicine.” 

At the outset at least, all wives and children will 
have freedom of choice between military and private 
facilities. If their choice is the latter, the new program 
provides that the federal government will pay most of 
the expense of hospitalization and preoperative and 
postoperative services. In civilian facilities, outpatient 
service is strictly limited. If, after a period of trial, the 
Secretary of Defense finds that military medical facili- 
ties are not used sufficiently, he may restrict private 
care in certain areas. 

In military facilities, dependents will pay $1.75 per 
day. In private facilities, they will be charged the same 
fee or a total of $25, whichever is the larger. Other ex- 
penses will be met by the government. Financial ar- 
rangements will be handled by Blue Cross and com- 
mercial insurance companies for the private hospital 
phase. The medical care phases will be handled by 
arrangements worked out on a state-by-state basis by 
state medical societies and the Department of the 
Army, which is agent for the Defense Department in 
administering the program. Some societies are han- 
dling the medical care bookkeeping themselves, while 
others have entrusted it to Blue Shield or other or- 
g nizations. 

Dependent parents and parents-in-law of mem- 
bers of the uniformed services will be entitled 
to care on a space-available basis in military facilities 
but are not covered by the civilian program. In addi- 
t'on to the Army, Navy, and Air Force, the new pro- 
gram also includes dependents of members of the Coast 
and Geodetic Survey, the Coast Guard, and the com- 
missioned corps of the U. S. Public Health Service. 

In explaining the program’s objectives shortly before 
the starting date, General Hays emphasized that the 
ost important feature was the provision of medical 
care to service families “who heretofore could not avail 
themselves of medical service in uniformed facilities 
because of distance and overtaxed facilities.” He 
added: “Until operating experience is gained, no firm 
evaluation of the impact of the program on the uni- 
formed medical services can be made. At the present 
time, however, significant changes in personnel and 
bed requirements do not appear likely. 

He said that, if the program produces the results 
hoped for, “it should be important in promoting career 
service to a greater percentage of our forces. If only a 
small percentage of the one million men we lose annu- 
ally can be retained through the provisions of this 
legislation, then it will pay for itself many times over.” 


From the Washington Office of the American Medical Association, 


HOXSEY CANCER REMEDY 


Following upon a federal court condemnation of the 
Hoxsey medicines as “illegally offered as an effective 
treatment for cancer,” the U. S. Food and Drug Ad- 
ministration warns all cancer patients and their fami- 
lies that “this action does not end the meances of this 
fake treatment.” A statement by FDA Administrator 
George P. Larrick rev:ews the action of the Pittsburgh 
court, stating that this “merely means that half a mil- 
lion of the Hoxsey pills, which were seized shortly after 
the opening of a second Hoxsey Clinic at Portage, Pa., 
will now be destroyed.” The FDA will seek an injunc- 
tion to stop further interstate shipment of the pills. 
Adds Mr. Larrick: “We intend to use every legal means 
within our power to protect consumers from being 
victimized by this worthless treatment.” 

The statment says that it is “of the utmost impor- 
tance” that cancer patients and their families who may 
be planning to employ the treatment at the Hoxsey 
clinics at Dallas, Texas, or Portage, Pa., should ac- 
quaint themselves with all the facts. They are advised 
to write the Food and Drug Administration in’ Wash- 
ington for a copy of a public warning issued by the 
FDA last April. 

The FDA statement continues: “Harry M. Hoxsey 
has continued to promote his worthless cure for more 
than 30 years, notwithstanding numerous local and 
state court actions. Proceedings under the Federal 
Food, Drug, and Cosmetic Act did not appear possible 
until a 1948 decision of the Supreme Court interpreting 
the word ‘accompanying’ in the definition of labeling 
under the Act. An injunction suit was field in 1950 and 
a decree finally issued by the Federal court at Dallas 
in 1953. Over the years thousands of persons have been 
deceived by the false claims for the Hoxsey liquid 
medicines and pills. At the Pittsburgh trial there was 
testimony concerning persons who may have died of 
cancer as a result of reliance on the Hoxsey treatment 
instead of seeking competent medical treatment in the 
early stages of their condition. The Government's evi- 
dence showed that alleged ‘cured cases’ presented by 
defense attorneys were people who did not have can- 
cer, or who were adequately treated before they went 
to the Portage clinic, or died of cancer after they had 
been treated there.” 


GOVERNMENT-FINANCED STUDIES 


A state-by-state analysis of higher education needs 
for the next 20 years, with the possibility of the federal 
government helping finance the studies, is proposed in 
the first interim report of the President's Committee on 
Education Beyond the High School. The report de- 
clares: “Even while the localized needs are thus being 
specified and defined by the state studies, considera- 
tion must be given to how and by whom .. . the in- 
creasing costs of supporting more individual students, 
training more teachers and building more buildings 
shall be borne. It is already clear that present re- 
sources will be grossly inadequate.” 

(Continued on page 22) 
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brand 


DIGOXIN 


formerly known as Digoxin ‘B.W. & Co.”® 


for prompt 


digitalization 


and dependable 


maintenance 


Dear Doctor: 


The new name for Digoxin 

'B. W. & Co.' is 'LANOXIN'. This 
change will now make it easier for 
everyone to distinguish digoxin 
from digitoxin. 


Now, simply write... 


mg. 


to provide the safety and predict- 
ability afforded by the uniform 
potency, uniform absorption, brief 
latent period and optimum rate 

of elimination of this crystalline 
glycoside. 


A pure, stable, crystalline 
glycoside isolated from Digitalis 
lanata... 


(cont’d) 
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Washington News—Continued 


The committee said it will “weigh proposals for 
“sana for teacher training, loans for other than self- 
iquidating buildings, grants for various kinds of physi- 
cal facilities, construction of ROTC facilities at federal 
expense, and still other proposals that are already be- 
ing considered by some legislators.” 

It scored the lack of any over-all educational policy, 
in the face of the fact that the federal government in 
recent years has spent more than a billion dollars in 
the field of education beyond the high school. “Over 
and above these separate programs, the federal gov- 
ernment is now being called upon for an increasing - 
number of other forms of support such as extension of 
loan programs, scholarship aids, especially for aspiring 
teachers, special ‘crash programs for production of 
doctors and even contributions toward vocational 
training. . . . The federal government has no clear and 
—— policy to guide the consideration of such pro- 
posals. 

The report also warned that the “inflexibility of the 
prevailing pattern of 12 years in elementary and sec- 
ondary schools, four years in college and two, three or 
more years in professional school” was in conflict with 
contemporary social trends. “It fails to account for the 
varying aptitudes of students and for the cumulative 
effect upon their lives of the lengthening curriculum 
when coupled with existing obligations, earlier mar- 
riage ages and earlier retirement ages.” 

In expanding and diversifying opportunities or 
speeding up the formal pee. Me process, the 
committee stressed, “we must never lose sight of the 
crucial importance of maintaining high standards, and 
we must os constantly alert to improve the quality 
of the educational offerings.” 


MEDICAL HEARINGS 


Plans for a series of panel-type hearings on prob- 
lems and needs in medical education originally set for 
this fall have been given up by the House Interstate 
and Foreign Commerce Committee. Changes in the 
make-up of the committee, including the death of 
Chairman Percy Priest, have forced abandonment of 
the hearings, at least for this year. Decision on whether 
to go ahead with a study of this type next session will 
hinge on the new chairman, Rep. Oren Harris (D., 
Ark.), and the reconstituted committee. The commit- 
tee staff, meanwhile, is continuing to gather material 
on the financial needs of medical schools, and the sup- 
ply and demand of medical school applicants, as di- 
— by the committee just before the 84th Congress 
ended. 

During debate last session on the bill for federal 
grants to help schools and other research centers build 
laboratory facilities, efforts were made on the House 
floor to broaden the measure to include money for 
classrooms. Congress decided instead that this subject 
needed more study. Original plans for the Interstate 
Committee hearings called for witnesses representing 
the professions, the medical schools, and various 
groups utilizing doctors’ services to appear on a series 
of panels. The panel approach to legislation was used 
several years ago by former Chairman Charles Wolver- 
ton (R., N. J.), in investigation into broad health prob- 
lems and again on the Salk poliomyelitis vaccine situ- 
ation. 
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MEDICINE’S FUTURE 


“Whether there is further government intervention in 
the field of medicine will depend largely upon medi- 
cine’s willingness to carry the torch of free enterprise 
for the private practice of medicine,” Dr. David All- 
man, President-Elect of the American Medical Associ- 
ation, told delegates to the Southern Medical Associa- 
tion convention, meeting in Washington, D. C. 

The association’s four-day golden anniversary meet- 
ing was attended by more than 5,000 physicians and 
guests. Dr. Allman’s speech, at the last general session, 
was part of a program that included presentation of 
over 300 scientific papers and a symposium on indus- 
trial health. Panel members included Dr. Elmer Hess, 


past-president of the A. M. A., and Bradshaw Min- | 


tener, former Assistant Secretary of the Department of 
Health, Education, and Welfare. 

Dr. Allman, in his address entitled “Who's Going to 
Carry the Torch,” pointed out, “Today the threat of 
government intervention in medical affairs and in the 
relationship of doctor and patient is more imminent 
than ever before.” He then stressed, “Our first respon- 
sibility is still to provide good medicine and good 
service to our patients at home. If we do this, we will 
be held in high regard by the people we serve. Then, 
and only then, will our chances of success on the polit- 
ical front be improved.” At this general session, Dr. 
J. P. Culpepper Jr. of Hattiesburg, Miss., was installed 
as the new president. He succeeds Dr. W. Raymond 
McKenzie of Baltimore. 


MISCELLANY 


An estimated 2.4 billion dollars, a 7% increase over 
1955, was spent in the 1956 fiscal year for scientific 
research and development by the federal government. 
These statistics are from the report, Federal Funds for 
Science, V, of the National Science Foundation. . 
Gen. Alfred M. Gruenther will begin his term as presi- 
dent of the American Red Cross on Jan. 1. He is retir- 
ing as supreme allied commander in Europe. . . . The 
Federal Civil Defense Administration is augmenting 
its medical storage program by an emergency supply 
support program providing “distribution in depth.” . . . 
In the coming year the Influenza Information Center 
of WHO will be located at the National Office of Vital 
Statistics. . . . Two Veterans Administration doctors 
have devised a test that they believe may prevent the 
fatal hemorrhages of cirrhosis of the liver. Excessive 
pressure of blood is measured by inserting a hollow 
needle into the spleen. . . . Water treatment works in 
9,000 U. S. cities and towns have been listed by the 
Public Health Service as in need of repair. This is one 
step in a new program of federal grants to help in 
constructing water treatment works. . . . A centralized 
orthopedic shoes service has been established by the 
VA. The new system is designed to provide better 
service to the veterans and to save $50,000 to $60,000. 
.. . Employees of the VA hospital in Fort Lyon, Colo., 
will receive an incentive award of $4,360, the largest 
in the history of the VA. . . . The first phase of a pro- 
gram designed to select and train future executives at 
all levels has been started by the Veterans Administra- 
tion. The program, brought about by a possible 49% 
loss of executives during the next five years through 
retirement, now pertains only to key officials in the 
central Washington office and in field stations. 


(cont’d) 


"LANOXIN' continues to offer the 
same advantages — only the name 
has been changed. 


The full effects of each dose 
develop quickly to permit rapid 
appraisal of the need for additional 
drug. Moreover, the limits of the 
patient's therapeutic range, which 
may be reduced in the seriously 

ill, may be approached with relative 
safety because toxicity, if it 
develops, soon abates. For true 
balance and uniformity of 
therapeutic effect, prescribe 
"LANOXIN' brand Digoxin. 


Sincerely, 


TABLETS: 0.25 mg. (white) and 
0.5 mg. (green) 


ELIXIR PEDIATRIC: 0.05 mg. in each ce. 


AMPULS: 0.5 mg. in 2 cc. 


DIGOXIN 


x BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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CALLING ALL PARENTS 


A delightful booklet where babies do the talk- 
ing through pictures and captions. 36 pages, 


25 cents 


WHAT DOES YOUR BABY 
PUT IN HIS MOUTH? 


Tells how to prevent accidents from choking 
and what to do if they happen. by Chevalier 
Jackson and Chevalier L. Jackson. 24 pages, 


15 cents 


BAD HABITS IN GOOD BABIES 


Including sleep disturbances, eating problems, 
stubbornness, bladder control. by H. M. Jahr, 


16 pages, 20 cents 
THUMBSUCKING 


Tells when and why babies suck their thumbs 
and what to do about it. by Margaret B. 


Kerrick, 4 pages, 10 cents 


AMERICAN 
MEDICAL 
ASSOCIATION 


535 N. Dearborn Street, Chicago 10, Illinois 


J.A.M.A., December 1, 1956 


“, .. but he’s a prizefighter—he won't get up until 1 count to nine.” 


“I'm a real he-man, ya’ hear mel! 
The doctor said I had athlete’s foot!” 
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(dioctyl sodium sulfosuccinate, Blair) 


HIGH-POTENCY 100 MG. CAPSULES 


Latest clinical investigation* indicates that stool 
softening reaches “... near the maximum effective- 
ness” with high-potency levels of dioctyl sodium 
sulfosuccinate (d.s.s.). poxoL, the first 100 mg. 
capsule of d.s.s., combines this effective stool soften- 
ing action with patient convenience and economy. 


posaae: ADULTS—One or two capsules daily. oLDER CHILDREN—One 
capsule daily. 


suppcy: Boxes of 50 capsules. Each capsule contains 100 mg. dioctyl 
sodium sulfosuccinate. 


DOXOL NORMALIZES EVACUATION BY 
NORMALIZING STOOL CONSISTENCY 


*Spiesman, M. G., Malow, L.: Journal Lancet 76:164 (June) 1956. 


BLAIR LABORATORIES. INC. 
SHORT HILLS, NEW JERSEY 
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MEETINGS 


AMERICAN MEDICAL ASSOCIATION: Dr. George F. Lull, 535 North 
Dearborn St., Chicago 10, Secretary. 
1957 Annual Meeting, New York, June 3-7. 
1957 Clinical Meeting, Philadelphia, Dec. 3-6. 
1958 Annual Meeting, San Francisco, June 23-27. 
1958 Clinical Meeting, Minneapolis, Dec. 2-5. 
1959 Annual Meeting, Atlantic City, June 8-12. 


AMERICAN ACADEMY OF DENTAL MEDICINE, Hotel New Yorker, Dec. 2. 
Dr. George Witkin, 45 South Broadway, Yonkers 2, New York, Secretary. 

AMERICAN ACADEMY OF DERMATOLOGY AND SYPHILOLOGY, Palmer House, 
Chicago, Dec. 8-13. Dr. James R. Webster, 55 East Washington St., 
Chicago 2, Secretary. 

AMERICAN ACADEMY OF ORTHOPAEDIC SURGEONS, Palmer House, Chicago, 
Jan. 26-31. Mr. John K. Hart, 116 S. Michigan Ave., Chicago 3, Execu- 
tive Secretary. 

AMERICAN SOCIETY FOR SURGERY OF THE HAND, Palmer House, Chicago, 
Jan. 25. Dr. George S. Phalen, Cleveland Clinics, 2020 East 93d St., 
Cleveland 6, Secretary. 

ASSOCIATION FOR RESEARCH IN NERVOUS AND MENTAL Diseases, Hotel 
Roosevelt, New York, Dec. 7-8. Dr. Rollo J. Masselink, 700 West 168th 
St., New York 32, Secretary. 

Connecticut CriricaL Concress, Hotel Statler, Hartford, Dec. 5-6. For 
information address: Connecticut State Medical Society, 160 St. Ronan 
St., New Haven, Conn. 

NEUROSURGICAL SocrETY OF AMERICA, Palm Springs, Calif. Jan. 16-19. 
Dr. Frank P. Smith, Strong Memorial Hospital, Crittenden Blvd., 
Rochester, N. Y., Secretary. 

NortTHwEst Society For CLINICAL RESEARCH, Seattle, Jan. 19. Dr. Arthur 
L. Rogers, 1216 S. W. Yamhill St., Portland 5, Ore., Secretary. 

Puerto Rico MEDICAL AssocIiaATION, San Juan, Dec. 4-9. Dr. Rafael Gil, 
Box 9111, Santurce, Secretary. 

RADIOLOGICAL SociETY OF NortH AMERICA, Palmer House, Chicago, Dec. 
2-7. Dr. Donald S. Childs, 713 East Genesee St., Syracuse 2, N. Y., 
Secretary. 


SEABOARD MEDICAL AssociATION, Ricks Hotel, Rocky Mount, N. C., Dec. 
2-4. Dr. James M. Habel Jr., 191 Bosley Ave., Suffolk, Va., Secretary. 
REGIONAL MEETINGS: 
AMERICAN COLLEGE OF PHYSICIANS: 
Colorado, Colorado Springs, Jan. 18-19. Dr. C. Wesley Eisele, 4200 
East 9th Ave., Denver 20, Chairman. 
Eastern Pennsylvania, Philadelphia, Jan. 18. Dr. Thomas M. Mc- 
Millan, 330 South Ninth St., Philadelphia 7, Governor. 
Kentucky-Tennessee, Nashville, Tenn., Dec. 8. Dr. Rudolph H. Kamp- 
meier, Vanderbilt University Hospital, Nashville, Tenn., Governor. 
North Carolina, Chapel Hill, Dec. 6. Dr. Elbert L. Persons, Duke 
Hospital, Durham, N. C., Governor. 
AMERICAN COLLEGE OF SURGEONS: 
Puerto Rico, San Juan, Caribe-Hilton Hotel, an. 17-18. Dr. Jose A. 
Noya Benitez, 301 Avenue de Diego, Santurce, P. R., Chairman. 
SOUTHERN SURGICAL AssOcIATION, Boca Raton Club and Hotel, Boca Raton, 
Fla., Dec. 4-6. Dr. George G. Finney, 2947 St. Paul St., Baltimore 18, 
Secretary. 

SouTHERN THORACIC SURGICAL AssociATION, Hotel Fontainebleau, Miami 
Beach, Fla., Dec. 7-9. Dr. Hawley H. Seiler, 442 West Lafayette St., 
Tampa 6, Fla., Secretary. 


FOREIGN AND INTERNATIONAL 

ASSEMBLY OF ASSOCIATION OF FRENCH SPEAKING Doctors, Great Hall, 
Faculty of Medicine, 85 Boulevard Saint-Germain, Paris, France, Oct. 
16-18, 1957. For information address: General Secretary, Congrés Fran- 
cais de Médecine, Prof. G. Boudin, Paris, France. 

BaHAMAS MEDICAL CONFERENCE, Princess Margaret Hospital, Nassau, 
Bahamas, Dec. 1-15, 1956. For information address: Dr. B. L. Frank, 
4th Floor, 550 Fifth Avenue, New York 36, New York, U.S. A. 

CANADIAN MEDICAL AssocIATION, Edmonton, Alberta, Canada, June 17-21, 
1957. Dr. A. D Keily, 150 St. George Street, Toronto 5, Ont., Canada, 
General Secretary. 

CoLLeGE oF GENERAL Practice, Sheraton-Mt. Royal Hotel, Montreal, 
P. Q., Canada, March 4-6, 1957. Dr. W. V. Johnston, 176 St. George St., 
Toronto 5, Ont., Canada, Executive Director. 

CONFERENCE OF ALL INDIA MEDICAL LICENTIATES ASSOCIATION, Delhi, 
India, Dec. 18-20, 1956. Dr. B. B. Lal Dikshit, Dikshit Niwas, Rakabganj, 
Agra., India, Secretary. 

Concress oF FRENCH SocrETY OF OPHTHALMOLOGY, Paris, France, May 
12-16, 1957. Dr. Marcel Kalt, 81 rue Saint-Lazare, Paris 9e, France, 
Secretary. 

ConGRESS OF INTERNATIONAL ANESTHESIA RESEARCH Society, Phoenix, 
Ariz., U. S. A., April 1-4, 1957. For information address: Dr. A. William 
Friend, Wade Park Manor, Cleveland 6, Ohio, U. S. A. 

ConGrRESS OF INTERNATIONAL ASSOCIATION FOR STUDY OF THE BRONCHI, 
Lisbon, Portugal, May 25-26, 1957. For information address: Prof. F. 
Lopo de Varvalho, 138 rua de Junqueira, Lisbon, Portugal. 

CoNGRESS OF INTERNATIONAL SCCIETY FOR CELL BioLocy, St. Andrews, 
Fife, Scotland, Aug. 28-Sept. 3, 1957. Prof. H. G. Callan, Bell Pettigrew 
Museum, The University, St. Andrews, Fife, Scotland, Secretary General. 

CONGRESS OF INTERNATIONAL SOCIETY OF ORTHOPEDIC SURGERY AND 
TRAUMATOLOGY, Barcelona, Spain, Sept. 16-21, 1957. For information 
address: International Society of Orthopedic Surgery and Traumatology, 
34, rue Montoyer, Brussels, Belgium. 

ConcrEss OF INTERNATIONAL SociETY OF SURGERY, Mexico City, Mexico, 
Oct. 27-Nov. 2, 1957. Dr. L. Dejardin, 141, rue Belliard, Brussels, 
Belgium, General Secretary. 

ConGrEss OF INTERNATIONAL UNION AGAINST TUBERCULOSIS, New Delhi, 
India, Jan. 7-11, 1957. For information address: International Union 
Against Tuberculosis, 15 rue Pomerue, Paris 16e, France. 
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Frencu ConGress oF OTOLARYNGOLOGY, Faculte de Medecine de Paris, 
Paris, France, Oct. 15-18, 1957. For information address: Administrative 
Secretary, French Congress of Otolaryngology, 17, Rue de Buci, Paris, 
France. 

HEALTH CONGRESS OF ROYAL SOCIETY FOR THE PROMOTION OF HEALTH, 
Folkestone, Kent, England, April 30-May 3, 1957. Mr. P. Arthur Wells, 
90 Buckingham Palace Road, London, §.W.1, England, Secretary. 

INTER-AMERICAN CONGRESS OF PAN AMERICAN MEDICAL ASSOCIATION, 
Mexico City, Mexico, Nov. 18-22, 1957. Dr. Joseph J. Eller, 745 Fifth 
Ave., New York 22, N. Y., U.S. A., Executive Director. 

INTERIM CONGRESS OF PAN AMERICAN ASSOCIATION UF OPHTHALMOLOGY, 
Hotel Statler, New York, N. Y., U.S. A., April 7-10, 1957. Dr. Brittain 
F. Payne, 17 East 72nd Street, New York 21, N. Y., U.S. A., President. 

INTERNATIONAL CONFERENCE ON AvuoroLocy, Chase Hotel, St. Louis, Mo., 
U.S. A., May 13-16, 1957. For information address: Dr. S. Richard 
Silverman, Central Institute for the Deaf, 818 South Kingshighway, 
St. Louis, Mo., U.S. A. 

INTERNATIONAL CONFERENCE ON THE INFLUENCE OF LIVING AND WORKING 
ConpiTions oN HEALTH, Cannes, France, Sept. 27-29, 1957. For infor- 
mation address: Secretariat, World Congress of Doctors, Vienna 1, 
Wollzeile 29/3, Austria. 

INTERNATIONAL CoNGREsS OF CLINICAL PATHOLOGY, Brussels, Belgium, 
July 15-20, 1957. Prof. M. Welsch, Service de Bacteriologie et de 
Parasitologie, Universite de Liege, 32 Blvd., de la Constitution, Liege, 
Belgium, Secretary General. 

INTERNATIONAL CONGRESS OF DERMATOLOGY, Stockholm, Sweden, July 31- 
Aug. 6, 1957. Dr. C. H. Floden, Karolinska, Sjukhuset, Hudkliniken, 
Stockholm 60, Sweden, Secretary General. 

INTERNATIONAL CONGRESS OF ELECTROENCEPHALOGRAPHY AND CLINICAL 
NEvuROPHYSIOLOGY, Brussels, Belgium, July 21-28, 1957. For information 
address: Dr. R. G. Bickford, Mayo Clinic, Rochester, Minnesota, U. S. A. 

INTERNATIONAL CONGRESS OF EUROPEAN SOCIETY OF HAEMATOLOGY, 
Copenhagen, Denmark, Aug. 26-31, 1957. Dr. Aage Videbask, Bleg- 
damsvej 11, Copenhagen, Denmark, Secretary General. 

INTERNATIONAL CONGRESS OF INTERNATIONAL SOCIETY OF ANGIOLOGY, 
Mexico City, Mexico, Oct. 29-Nov. 2, 1957. Dr. H. Haimovici, 105 East 
90th Street, New York 28, New York, U.S. A., Secretary General. 

INTERNATIONAL CONGRESS OF INTERNATIONAL SOCIETY OF BRONCHO- 
ESOPHAGOLOGY, Philadelphia, Pennsylvania, U.S. A., May 12-13, 1957. 
Dr. Chevalier L. Jackson, 3401 North Broad St., Philadelphia 40, Penn- 
sylvania, U. S. A., Secretary. 

INTERNATIONAL CONGRESS ON MEDICAL AND SCIENTIFIC Fi_M, Palace of 
Expositions at the Valentino, Turin, Italy, June 1-9, 1957. For information 
address: Secretariat, Minerva Medica. Corso Bramante 83-85, Turin, Italy. 

INTERNATIONAL CONGRESS ON MEDICINE AND SURGERY, Palazzo of Exposi- 
tions at the Valentino, Turin, Italy, June 1-9, 1957. For information 
address: Segreteria Generale, Minerva Medica. Corso Bramante 83-85, 
Turin, Italy. 

INTERNATIONAL CONGRESS OF MILITARY MEDICINE AND PHARMACY, 
Beograd and Opatija, Yugoslavia, Sept. 29-Oct. 5, 1957. Colonel Dr. 
Aleksandar Mezic, rue Nemanjina 15, Beograd, Yugoslavia, Secretary 
General. 

INTERNATIONAL CONGRESS OF NEUROLOGICAL SCIENCES, Brussels, Belgium, 
July 21-28, 1957. For information address: Dr. Pearce Bailey, National 
Institute of Health, Bethesda 14, Maryland, U.S. A. 

INTERNATIONAL CONGRESS OF NEUROPATHOLOGY, Brussels, Belgium, July 
21-28, 1957. Dr. Ludo Jan Bogaert, 47 rue de l’Harmonic, Antwerp, 
Belgium, Secretary General. 

INTERNATIONAL CONGRESS OF NEUROSURGERY, Brussels, Belgium, July 
21-28, 1957. For information address: Dr. William B. Scoville, 85 Jef- 
ferson Street, Harifuru, Connecticut, U.S. A. 

INTERNATIONAL CONGRESS OF NUTRITION, Paris, France, July 24-29, 1957. 
For information address: Congress International de Nutrition, 71 Blvd. 
Pereire, Paris 17e, « rance. 

INTERNATIONAL CONGRESS ON OccCUPATIONAL HEALTH, Helsinki, Finland, 
July 1-6, 1957. Dr. Pentti Sumari, c/o Tyoter Veyslaitos, Haattmaninkatu 
1, Helsinki-Toolo, Finland, Secretary General. 

INTERNATIONAL CONGRESS OF OTOLARYNGOLOGY, Hotel Statler, Washing- 
ton, D. C., U.S. A., May 5-10, 1957. Dr. Paul H. Holinger, 700 North 
Michigan Ave., Chicago 11, Illinois, U.S. A., General Secretary. 

INTERNATIONAL CONGRESS OF PHOTOBIOLOGY, Torino, Italy, June 2-8, 1957. 
For information address: Prof. Enrico Benassi, Dept. of Radiology, Uni- 
versity of Torino, Torino, Italy. 

INTERNATIONAL CONGRESS ON RHEUMATIC DiSEAsES, Toronto, Ont., Can- 
ada, June 23-28, 1957. For information address: International Congress 
on Rheumatic Diseases, P.O. Box 237, Terminal “A,” Toronto, Ont., 
Canada. 

INTERNATIONAL CONGRESS FOR SOCIAL MEDICINE, Vienna, Austria, May 
$31-June 2, 1957. Secretariat: Prof. Dr. T. Antoine, Vienna 9, Spitalgasse 
23, Austria. 

INTERNATIONAL GERONTOLOGICAL CONGRESS, Merano-Bolzano, Italy, July 
14-19, 1957. For information address: Segreteria, Quarto Congresso 
Internazionale de Gerontologia, Viale Morgagni, 85, Firenze, Italy. 

INTERNATIONAL LEAGUE AGAINST EPILEpsy, Brussels, Belgium, July 21-28, 
1957. Dr. Radermecker, Institut Bunge, 59 rue Philippe Milliot, Berchem, 
Antwerp, Belgium, Secretary General. 

INTERNATIONAL NEUROLOGICAL ConcreEss, Brussels, Belgium, July 21-28, 
1957. Dr. Ludo Jan Bogaert, Institut Bunge, 59 rue Philippe Milliot, 
Berchem, Antwerp, Belgium, Secretary General. 

INTERNATIONAL SCIENTIFIC CONGRESS OF INTERNATIONAL COLLEGE OF 
SurcEons, University City, Mexico, D. F., Mexico, Feb. 24-28, 1957. For 
information address: Secretary, Mexican Congress, International College 
of Surgeons, 1516 Lake Shore Drive, Chicago 10, Ill., U. S. A. 

INTERNATIONAL SocieTY OF GEOGRAPHICAL PATHOLOGY, Paris, France, 
July 9-12, 1957. Dr. Fred C. Roulet, Hebelstr. 24, Basel, Switzerland, 
Secretary General. 

INTERNATIONAL SOCIETY FOR THE WELFARE Or CriPPLES, London, Eng- 
land, July 22-27, 1957. For information address: Miss M. Drury, 34 
Eccleston Square, London S.W.1, England. 

INTERNATIONAL SYMPOSIUM ON MEDICAL-SOCIAL ASPECTS OF SENILE 
Nervous Diseases, Venice, Italy, July 20-21, 1957. For information 
address: Secretariate, Viale Morgagni 85, Firenze, Italy. 

(Continued on page 29) 
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@ well suited for prolonged therapy a 

@ well tolerated, nonaddictive, essentially nontoxic % 

@ no blood dyscrasias, liver toxicity, Parkinson-like syndrome or nasal stuffiness ‘ 

@ chemically unrelated to chlorpromazine or reserpine 3 

@ does not produce significant depression y 

@ orally effective within 30 minutes for a period of 6 hours a 

Indications: anxiety and tension states, muscle spasm. ;: 
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INTERNATIONAL Vorce CONFERENCE (LARYNGEAL RESEARCH FUNCTION 
anD THERAPY), Chicago, Illinois, U. S. A., May 20-22, 1957. For in- 
formation address: Dr. Hans von Leden, 30 North Michigan Ave., Chi- 
cago 2, Illinois, U. S. A. 

NEURORADIOLOGIC SymMpostuM, Brussels, Belgium, July 21-28, For 
information address: Professor M Melot, Hépital Universitaire St. Pierre, 
Brussels, Belgium, Secretary General. 

Paciric Scrence Concress, Bangkok, Thailand, Nov. 18-Dec. 2, 1957. For 
information address: Pacific Science Council Secretariat, Bishop Museum, 
Honolulu 17, Hawaii. 

Pan AMERICAN ConGRESS ON Cancer Cyto.ocy, Eden Roc Hotel, Miami 
Beach, Fla., U. S. A., April 25-29, 1957. Dr. J. Ernest Ayre, 1155 N.W. 
14th St., Miami, Fla., U. S. A., General Chairman. 

Pan AMERICAN CONGRESS OF ENDOCRINOLOGY, Buenos Aires, Argentina, 
Nov. 3-9, 1957. For information address: Secretaria General, Sociedad 
Argentina de Endocrinologia y Metabolisms, Santa Fe 1171, Buenos 
Aires Argentina. 

Witu1aM Harvey TERCENTENARY ConGress, Royal College of Surgeons, 
London, England, June 3-7, 1957. Dr. D. Geraint James, Harveian 
Society of London, 11 Chandos St., Cavendish Square, London, W.1, 
England, Honorary Secretary. 

Wor.tp ConcGrEss ror ACUPUNCTURE, Vienna, Austria, May 25-28, 1957. 
For information address: Austrian Association for Acupuncture, XV, 
Schwenderstrasse 57, Vienna, Austria. 


MAGAZINE—TELEVISION REPORT 


The following list of current medical articles in mass-circula- 
tion magazines and forthcoming network television programs on 
medical subjects is published each week only for the informa- 
tion of readers of THe JournNAL. Unless specifically stated, the 
American Medical Association neither approves nor disapproves 
of the articles and programs reported. 


TELEVISION 
Sunday, Dec. 9 
ABC-TV, 4:30 p. m. EST. “Medical Horizons” brings news on 
the latest developments in “bone engineering” from Yale 
University School of Medicine, New Haven, Conn. The pro- 
gram is produced in cooperation with the American Medical 
Association. 


MAGAZINES 


Saturday Evening Post, Nov. 24, 1956 
“My Wife Died of Cancer,” by James B. Ball 
After his wife’s death from cancer, the author found a 
manuscript written during her last days and marked “to 
help someone else facing a similar situation.” 
Reader’s Digest, December, 1956 
“Why Many Are Cold But Few Are Frozen,” by Ruth and 
Edward Brecher 
This report, reprinted from Today’s Health, is an explana- 
tion of the body’s defenses against cold. 
“Carbon Tetrachloride,” by Lawrence Lader 
Carbon tetrachloride is four times as dangerous as carbon 
monoxide, yet almost every family keeps some of the product 
around. Although medical groups have constantly demanded 
concrete controls over the labeling of carbon tetrachloride, 
labels rarely carry adequate warning of the danger. 
“The Story of Gabrielle,” by Catherine Gabrielson 
This is a digest of a new book that tells how parents are 
affected when their 9-year-old daughter is afflicted with a 
fatal cancer. 
Look, Dec. 3, 1956 
“America’s Oldest Practicing Doctor,” by Joseph Morschauser 
This is a picture story about John B. Cummins, M.D., Fort 
Worth, Texas, who, at 98, goes his rounds and treats his 
patients just as he has been doing for 60 years. 
Coronet, December, 1956 
“Can Science Conquer Death?” by John Pfeiffer 
“According to Dr. Edward L. Bortz, former president of the 
American Medical Association, if what we know today were 
made available to every one of us from cradle to grave we 
could bring longevity averages up to the century mark.” 
Another scientist is quoted as saying that, in theory, science 
can add a thousand years or more to our longevity. 
“The Virus That’s Running Wild,” by Norman M. Lobsenz 
“Hepatitis (is a) mysterious virus illness that has suddenly 
become one of the fastest-growing diseases in America.” 
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Methods Used by Communist State Police 


The methods used in Communist countries for the interroga- 
tion and indoctrination of persons regarded as enemies of the 
state have their roots in secret police practices which go back for 
many years. These methods have been refined and systematized 
by much use and experience. . . . Those who live in Communist 
states recognize that at times the state police are almost un- 
limited in their power and their action may be swift and arbi- 
trary. When residents of such communities become aware that 
they are suspected by the police, their feelings of importance 
and uncertainty are greatly augmented. As they are increasingly 
avoided by their friends and associates, they feel isolated and 
rejected, and develop intense anxiety, often colored by feelings 
of guilt. . .. They usually enter upon their prison experience feel- 
ing fearful, vaguely guilty, helpless, and completely uncertain of 
their fate. When the initial period of imprisonment is one of total 
isolation . . . the complete separation of the prisoner from the 
companionship and support of others, his utter loneliness, and his 
prolonged uncertainty have a further disorganizing effect upon 
him. Fatigue, sleep loss, pain, cold, hunger, and the like augment 
the injury induced by isolation. The cumulative effects of the 
entire experience may be almost intolerable. With the passage of 
time, the prisoner usually develops an intense need to be relieved 
of the pressures put upon him and to have some human com- 
panionship. . . . At about this time he also becomes mentally dull 
and loses his capacity for discrimination. He becomes malleable 
and suggestible, and in some instances he may confabulate. 

The interrogator exploits the prisoner’s need for companion- 
ship. He uses items from the prisoner’s biography derived from 
police files, from the prisoner’s associates, and from hours of in- 
terrogation to arouse further guilt, conflict, and anxiety. He 
makes use of the dependence of the prisoner, which is strength- 
ened by the intimate sharing of information about his life. He 
frustrates and further disorganizes the prisoner by rejecting his 
statements. He scolds, punishes, and threatens him when he does 
not cooperate, and approves and rewards him when he does. 
Then, by suggesting that the prisoner accept half-truths and 
plausible distortions of the truth, he makes it possible for the 
prisoner to rationalize and thus accept the interrogator’s view- 
point as the only way out of an intolerable situation. 

The methods of interrogation and indoctrination used in Com- 
munist China are in many respects similar to those of the Russian 
state police, from which they were in part derived; but in some 
respects they are quite different because of the special needs and 
traditions of the Chinese. In the Chinese prison . . . the efforts 
of the interrogator are supplemented by the effects of the inter- 
action between the prisoner and six or eight of his fellow pris- 
oners with whom he is incarcerated in a crowded cell. Here the 
group replaces the interrogator as the focus of the prisoner's re- 
lationships. In this setting of complete lack of privacy, there is 
an unremitting routine of self-criticism sessions, group-discussion 
sessions, rote learning, constant repetition of Communist view- 
points, and the repeated rewriting and rejection of autobiograph- 
ical essays. The group exploits the feeling of emotional nakedness 
and unworthiness which the self-criticism sessions engender, 
dwelling upon items obtained from the prisoner’s life history 
during these sessions which arouse in him guilt, conflict, and 
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anxiety. These feelings are greatly potentiated when the group 
rejects, isolates, and reviles him because of his “improper” atti- 
tudes and past behavior. The prisoner is thus placed in a situation 
in which he cannot avoid having his past life reviewed and 
questioned and cannot avoid hearing an exposition of the Com- 
munist position. Moreover, for a period, sometimes of year’s 
duration, he has access to nothing but Communist-oriented his- 
tory and Communist interpretation of current events. . . . 

Under pressures such as these, prisoners usually rationalize a 
change in attitude and hold it for an indefinite time. In general, 
this change in attitude is only so great as the prisoner feels it 
must be to enable him to relieve himself of the intolerable pres- 
sures under which he labors. In the KGB pretrial interrogation, 
the achievement of a successful rationalization and a satisfactory 
protocol is usually accompanied by a profound feeling of relief, 
and an unspoken agreement with the interrogator that may 
even have overtones of warmth and friendliness. In the Chinese 
group cell, where the pressures are much more prolonged and 
the demands upon the prisoner are correspondingly more in- 
tense, the ultimate achievement of a proper rationalization and 
group acceptance is associated with feelings of relief that are 
occasionally exhilarating, and sometimes show some of the 
features of a religious “conversion.”. . . 

Prisoners who have been released from Communist control 
and have been able to assure themselves that they will no longer 
be punished for “improper” opinions have gradually readjusted 
their attitudes to their new environment. Their memories of the 
punishments and brutalities which they have endured have been 
lively. For most prisoners these memories override all others. 
When they have felt safe to acknowledge their resentment, they 
have expressed extreme hostility toward those responsible for 
their bad prison experiences, and they have nearly always re- 
jected Communism and all those connected with it.—L. E. 
Hinkle Jr., M.D., and H. G. Wolff, M.D., Communist Interroga- 
tion and Indoctrination of “Enemies of the State”: Analysis of 
Methods Used by the Communist State Police (A Special Re- 
port), A. M. A. Archives of Neurology and Psychiatry, August, 
1956. 


Are They Really Doomed? 


We have all had, no doubt, some experiences of the sort that 
occurred to me when | was a rotating intern on the medical 
service in Ann Arbor in the late 1920's. .. . One of my jobs on the 
medical ward was to transfuse four old men who had pernicious 
anemia. I didn’t like the job. The men didn’t want to be trans- 
fused every few days. Every one agreed that they were going to 
die. It seemed silly for me to be making life longer and painful 
for them, but they were alive when I came on the service and 
they were alive when I left it. 1 wasn’t aware at the time that 
this was any more than the usual intern’s job, but a few months 
later 1 dropped into that ward, missed the four old men who 
had pernicious anemia, and asked the new intern what hap- 
pened to them, supposing they had all died. The intern said: 
“No. Something surprising happened. A man in Boston named 
Minot published something about feeding people with pernicious 
anemia on liver, and so we tried it a few days after you left; 
and they have all gone home in what looks like a remission.” 
Such an experience should happen to every young doctor. He 
would never again be quite willing to let go of anybody as 
“doomed.”—Smith, C. A., The Doomed Infant and Child, Rhode 
Island Medical Journal, September, 1956. 
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PROTHROMADIN provides low-dosage, well-tolerated 
protection for both prophylactic and therapeutic use* . . . 
prolongs clotting time by reducing prothrombin concentration. 


INDICATIONS: Postoperative and post-partum thrombophlebitis, 
intravascular clots, pulmonary embolism, acute embolic and 
thrombotic occlusion of peripheral arteries, recurrent idiopathic 
thrombophlebitis, heart disease with auricular fibrillation 

and mural thrombi, and as an adjunct in coronary occlusion 

and myocardial infarction. 


DOSAGE: For adults, an initial single dose of 75 mg. 
For maintenance, 5 to 10 mg. daily, determined 
by prothrombin clotting time. 


SUPPLIED: White scored tablets, 10 mg. each, and 
red scored tablets, 25 mg. each, bottles of 25 and 100. 


1. Pollock, B. E.: JAMA 159:1094 (Nov. 12, 1955). 
2. Shapiro, S. and Gordon, S. M.: Scientific Exhibit, AMA, 1955. 
3. Shapiro, S.: The Surgical Clinics of No. America 36:1 (April, 1956). 
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“Trials of sulfonamide combinations . . . 
have indicated that the occurrence 

of crystalluria can be decreased 

to negligible proportions.” Virginia 
Medical Monthly 75:56, 1949. 


tri-sulfameth 


clinically accepted 
increased safety 
for... high degree of efficacy 
excellent palatability in... 
triple sulfonamide fherapy 


Each 5 cc. (approx. one teaspoonful) of syrup or each tablet provides: 


PROFESSIONAL SAMPLES ON REQUEST 
Sulfamethazine 0.165 Gm. (2.5 gr.) 
arlington-funk laboratories 

Sulfadiazine 0.165 Gm. | (2.5 gr.) 
division of U. $. VITAMIN CORPORATION 
amerazin ; m. 5 gr. 

250 East 43rd Street * New York 17, N. Y. si a ° 
Sodium Citrate 0.5 Gm. (7.79r.)* 


* not contained in Tri-Sulfameth Tablets 
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reduce cough 
 discomfo 


“I'm referring you to someone else . . . anybody! !” 


os MISS PHOEBE NO. 14 IN A SERIES 
FE 
> How many “you’ll-never-get-me-in-a-wheel- 
chair” patients do you know who are needlessly 
wasting away in back bedrooms? 
E & J chairs may well be their magic carpet 
to a new world of activity. And the ticket to 
that new life may be an encouraging 
2 word from someone like you. 
The amazing E & J electric wheel 
choir that tops them all. 
You can recommend EVEREST & JENNINGS 
By folding wheel chairs with confidence. 
~ “Be There’s a helpful E & J dealer near you. 
prang 


” 
2 and away they all flew—as slick as an E & J chair! EVEREST & JENNINGS, INC. ..: c 
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Nembutal mean less drug to be 
tivated, shorter duration of e 


mild sedation 
4 
than 26 years of wide medical use stand © ae 


A 27-year-old man, a chronic 
tory of an alcoholic spree foll 
and chills and fever. 


Was confirmed 
diplococe; and 


| 
d 
j 
alcoholic, was admitted with a 
ed b h 
re re Physical examination showed a temperature of 104 F. and 
ee indicated pneumonia in the right lower lobe. This 
y A-ray. The sputum revealed gram-positive 
j 
blood culture sub 
Sequently grew T VII 
y ype pneumococci, 
ON Th ed with h i | 
_ ee | € patient was treated wit erythromycin, 300 Mg. every six 
ih 3 hours per os. Hig temperature dropped to normal by 48 hours and 
° 
= (= | X-ray of the chest revealed considerable clearing by the fourth 
| hospital day. After ] italizati 
: e ospi y- After 10 days hospitalization, the Patient was fj 
for discharge. 
tibiotics Sy mposium, we reported the successful treatment with 
Ythromycin of influenzae pneumonia and bacteremia, A second patient 4 
Pneumonia and bacteremia had a clinical course almost a 
— identical one previously reported, with cure obtained by treatment with 
of per os every four hours for 14 days, 
Patients with Pneumonia, 197 (96%) had good eed... 


we 


In one investigation, 75 adult patients with bacterial pneumonia 
were treated with erythromycin. In his summary, the clinician re- 
ported: ‘‘It is concluded that erythromycin is highly effective in the 
treatment of pneumonia due to gram-positive bacteria."”* ; 

This, of course, is only one of many reports showing the effective- me 
ness of ERYTHROCIN against coccic infections. You'll get the same ; 


good results (nearly 100% in common, bacterial res- B-Gott 
piratory infections) when you prescribe ERYTHROCIN. 


Erythrocin 


(Erythromycin, Abbott) 


STEARATE 


After a study of 171 patients treated with erythromycin, the investi- 
gator wrote: “‘No serious side effects occurred with prolonged therapy 
or with doses up to 8 Gm. per day in the severe infections.” 
Actually, ERYTHROCIN stands on a remarkable record of safety. - 
After four years, there’s not a single report of a severe or fatal reac- ies 
tion attributable to erythromycin. In addition, you'll find allergic 
manifestations rarely occur. Filmtab ERYTHROCIN 
Stearate (100 and 250 mg.), in bottles of 25 and 100. ObGott 


® Filmtab—Film-Sealed tablets, Abbott; pat. applied for. 


1. Romansky, M.J., et al., Antibiotics Annual 1955-1956, p. 48, 


2. Waddington, W. S., Maple, F. C., and Kirby, W. M. M., 
A.M.A. Archives of Internal Medicine, 1954, p. 556. 
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‘ PARKE, DAVIS & COMPANY PRESENTS: 
History 


Medicine 
Pictures 


This is a detail from the original oil painting depicting the practice of medicine in ancient Egypt, first in the Parke-Davis series. 
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STARTS JANUARY, 1957 


IN PARKE-DAVIS’ MEDICAL JOURNAL 


Notes 


MED 


Parke, Davis & Company proudly announces the 
inauguration of a series of oil paintings and accom- 
panying articles which will constitute a pictorial 
history of medicine. The first painting in the series 
will be reproduced in full color in the January 1957 
number of Therapeutic Notes, and the remainder 
of the series will appear at intervals thereafter. 


A History of Medicine in Pictures will present the 
story of medical advances from the first gropings of 
the primitive medicine men to developments of 
modern medicine. Each painting is based upon 
painstaking research, including the co-operation of 
eminent scientists in many fields enlisted to assure 
realism and accuracy. Serving as principal advisor 
is Erwin H. Ackerknecht, M.D., of Madison, Wiscon- 
sin, Professor and Chairman of the Department of 
History of Medicine, University of Wisconsin Med- 
ical School. You will want to see this new feature in 
future issues of Therapeutic Notes. ° 


Therapeutic 


Accent on Therapy Published as a service to the 


medical profession by Parke, Davis & Company, 
Therapeutic Notes has a place in the reading sched- 
ule of busy physicians. Clearly written and color- 
fully illustrated, this journal is recognized as a 
convenient, dependable source of information on 
subjects of current medical interest. Therapeutic 
Notes presents original articles, therapeutic reviews, 
abstracts of papers selected from current periodi- 
cals, as well as book reviews and other items of 
special interest. 


ry. PARKE, DAVIS & COMPANY 


“res™ DETROIT 32, MICHIGAN 
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Conventional Sulfa Suspension X50 ‘SUL-SPANSION’ X50 


The spheres shown here 
_ are but a few of the many 
thousands of micropellets 
: in each spoonful of ‘Sul- 
Spansion’ liquid. 


Drug concentration (mg.%) 


well-tolerated broad-spectrum antibacterial 


in a new and unique sustained release 


liquid form 


Sul-Spansion 


sulfaethylthiadiazole, S.K.F. 


(sulfa Spansule* suspension) 


sustained release 
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Optimum therapeutic 


‘Sul-Spansion’ Blood Levels (one dose q12h) 


em Unacetylated, active drug 
0 


0 12 24 
Time in hours 


maintains the optimum therapeutic blood levels (8-15 mg.%) uninterruptedly 
throughout the day and night with a single oral dose q12h 


made only by Smith, Kline G French Laboratories, Philadelphia 


first x in sustained release oral medication 


* Trademark 
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FLEXIBLE ARTHRITIS THERAPY 
with 


Exploit fully the use of salicylates in arthritis—give 
steroids in minimal doses—combine salicylates with 
corticosteroids for additive antiarthritic effect—this is 
the program Spies’ advocates in a recent article in the 
Journal of the American Medical Association. 

Treatment of rheumatoid arthritis demands a “highly 
individualized program,” Spies' writes. The additive 
action of salicylates permits use of smaller amounts 
of hormones, thus lessening or eliminating their well- 
known side effects. “A proper mixture of salicylates 
and corticosteroids produces an effective antirheumatic 
agent in many cases.””* 

Suit your treatment to your individual arthritic 
patient. Use the hormone you prefer, in the dosage 


you think best, but for better results combine it with 
BUFFERIN, a salicylate preparation proved to be well 
tolerated by arthritics.’ 

BUFFERIN contains no sodium, a marked advan- 
tage when cardiorenal complications make a salt- 
restricted diet necessary. 

Each BuFFerin tablet contains 5 grains of acetyl- 
salicylic acid and the antac- 
ids magnesium carbonate 
and aluminum glycinate. 


REFERENCES: 


1. J.A.M.A. 159:645 (Oct. 15) 1955. 
2. J.A.M.A. 158: 386 (June 4) 1955. 


BRISTOL-MYERS CO., 19 West 50 Street, New York 20, N. Y. 
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pleasant tasting 


CITRATE’ 
PINWORMS ROUNDWORMS | 


ELIMINATE pinworms in one week 
roundworms in one or two days 


The reputation of piperazine, as an efficient anthelmintic for entero- 
biasis and ascariasis, was built upon results of extensive clinical trials 
with *ANTEPAR’ Citrate brand Piperazine Citrate. 


Write for pads of direction sheets for patients. 


SYRUP of ‘ANTEPAR’ Citrate brand Piperazine Citrate 
TABLETS of ‘ANTEPAR’ Citrate 250 mg. or 500 mg. 


b BURROUGHS WELLCOME & CO. (U. S. A.) INC., Tuckahoe, N. Y. 
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unique 

antacid— 
with milk-like 

action 
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its effect lasts for hours... 


Each non-chalky, minty tasting white tablet (0.60 Gm.) contains 0.18 Gm. glycine and 0.42 Gm. calcium carbonate. 


iS BEING PRESCRIBED BY MORE AND MORE PHYSICIANS 


In vitro tests on 16 commonly used 
antacids prove that TiTRALAC 
“...brought the pH up the most 
rapidly and to the highest level of 
all the preparations which were 
investigated. The sustaining power 
was stronger, in addition.” 
Hammarlund, E. R., and Rising, L. W.: J. Am. 
Pharm. A. (Scient. Ed.) 41:295, 1952. 

also TiTRALAC Liquid—one 
teaspoonful (5 cc.) approximates 
two TiTRALAc Tablets. 

Two TiTRALAC Tablets or one 
teaspoonful of TITRALAC Liquid 


provide a buffering action like 
that of % pint of milk. 


NEW YORK 1, N. Y. 


TITRALAC 1S SCHENLEY'S REGISTERED TRADEMARK We 
BRAND OF AM ANTACID. ae78e 
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CUTS TOTAL ACTH DOSE 


AND MINIMIZES SIDE EFFECTS 


Because each injection of Cortro- 
phin-Zinc lasts at least 24 hours 
in the most acute case to 48 and 
even 72 hours in milder casas, 
fewer injections and less total 
ACTH dosage are required for 
treatment. This means less likeli- 


hood of side effects because of 
minimal ACTH dosage. 
Cortrophin-Zinc is easy to use, 
too; it is an aqueous suspension 
which requires no preheating and 
flows easily through a 26-gauge 
needle. Available in 5-cc vials, 


CORTROPHIN-ZINC 


each cc providing 40 U.S.P. units 
of corticotropin with 2.0 mg. of 
zinc. 

*T-M.—Cortrophin 

¢Patent Pending. Available in other 
countries as Cortrophine-Z. 


tOrganon brand of Corticotropin-Zine 
Hydroxide. 


a development of Organon INC. 


ORANGE, NEW JERSEY 
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fine 
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blue at breakfast? 


stops morning 
sickness 

... often“ within 
a few hours” 


BONADOXIN 


(BRAND OF MECLIZINE DIHYDROCHLORIDE, PYRIDOXINE HYDROCHLORIDE) 


Fifteen investigators have now con- 
firmed BONADOXIN’s efficacy. In 
287 patients treated for nausea and 
vomiting of pregnancy, BONADOXIN 
was “‘of great benefit in 90.8% of the 
cases.” Complete relief was often 
afforded “within a few hours.” 


Each BONADOXIN tablet contains: 


Mild cases: One BONADOXIN tablet 
at bedtime. Severe cases: One at 
bedtime and on arising. In bottles of 
25 and 100, prescription only. 


1. Groskloss, H. H. et al.: 
Bonadoxin®: a unique control for 
nausea and vomiting of pregnancy. 
Clin. Med. 2:885 (Sept.) 1955. 

2. Tartikoff, G.: The antiemetic 
function of Bonadoxin in the 
nausea and vomiting of pregnancy. 
Clin. Med. 3:223 (Mar.) 1956. 
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Meclizine HCI. ................25 mg. 
Pyridoxine HCI................50 mg. 
Vv 
17 
= 


two years 


for 


every 


doctor 


Keep my name on list until I ask you to cancel. Remittance for 


tis enclosed 


Specialty 
MEDICAL 


Journals 


published monthly 


A. M. A. Archives of 
NEUROLOGY and PSYCHIATRY 


Covering results of experimental research and 
practice in mental disease. Foremost medi- 
cal men present Original Articles, Clinical 
Notes, Case Reports, News and Comment, 
Abstracts from Current Literature, Society 
Transactions. Book Reviews. $14.00 yearly. 


A. M. A. Archives of DERMATOLOGY 


Channeling to the physician authoritative, 
current information in cutaneous diseases. 
Stimulating Original Articles, Clinical Notes, 
Abstracts from Current Literature, Society 
Transactions, News and Comment. Book 
Reviews. $12.00 yearly. 


return this coupon with remittance 


A. M. A. Archives of 
INDUSTRIAL HEALTH 
Reports of the continuing and important de- 
velopments in the field of medicine in indus- 
try. Original articles covering problems and 
day to day experiences of physicians in indus- 
try. An excellent abstracting service, addi- 
tional foreign journal abstracting and reviews. 
$8.00 yearly. 


A. M. A. Archives of 

INTERNAL MEDICINE 

Devoted to original investigations into the 
nature, diagnosis and treatment of disease. 
“Progress in Internal Medicine” regularly 
featured. Also Clinical Notes, Book Reviews, 
News and Comment. $10.00 yearly. 


A. M. A. Journal of 

DISEASES of CHILDREN 

Well attested, new ideas in Pediatrics. 
Throughout its Original Articles, Abstracts 
from Current Literature, Society Transac- 
tions, Reviews of latest books, Case Reports, 
News and Comment pulses advanced pedi- 
atric thought. “Progress in Pediatrics” is a 
frequent feature. $12.00 yearly. 


A. M. A. Archives of SURGERY 

Stresses end-results of surgical procedure, 
with consideration for operative technique. 
Original articles bring complete studies of 
large numbers of cases. Conclusions furnish 
background of sound knowledge for the spe- 
cific problem. Case Reports, Clinical Notes. 
$14.00 yearly. 


A. M. A. Archives of PATHOLOGY 
Conclusions of vital worth to researcher and 
practitioner alike through results gained by 
the laboratory worker. Original studies, with 
classification and comment. Case Reports, 
Laboratory Methods and Technical Notes, 
Book Reviews, Notes and News, General 
Reviews. $10.00 yearly. 


A. M. A. Archives of 
OPHTHALMOLOGY 

Important studies on the eye contributed by 
outstanding investigators. Practical hints in 
“Clinical Notes.” New discoveries discussed, 
forum fashion, in “Society Transactions.” 
Reviews, Abstracts from Current Literature, 
Book Reviews, News and Notes. $12.00 
yearly. 


A. M. A. Archives of 

OTOLARYNGOLOGY 

Results of intensive research furnished in 
Original Studies, in the regularly featured 
“Progress in Otolaryngology”; summaries of 
bibhographic material. Case Reports, Re- 
views, Abstracts trom Current Literature, 
Book Reviews and Society Transactions con- 
tribute a strong pattern of specialized infor- 
mation. $14.00 yearly. 


AMERICAN MEDICAL ASSOCIATION 
535 NORTH DEARBORN e¢ CHICAGO 10 


Please he my subscription to the specialty journal checked at 
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Postage Postage 
U.S. (extra) (extra) 
. Arch. Neurology and 
$14.00 $.50 $1.50 
.A. Arch. Dermatology........ 12.00 50 1.50 
.M.A. Arch. Industrial Health 8.00 .50 1.00 
.A. Arch. Internal Medicine 10.00 50 1.50 
.A. Jrl. Diseases of 
Arch. Surgery....... 50 1.50 
.M.A. Arch. Pathology . .50 1.25 
Arch. Ophthalmology.. 12.00 .50 1.50 
Arch. Otolaryngology... 14.00 50 1.50 
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in inflammatory 


al 
all the benefits of the “predni-steroi 

y plus positive antacid action | 
d, 
_to minimize gastric distress 
of ROUTINELY ACHIEVED U0: t ra 

(Buffered Prednisone) 

au 

0 should be routinely co-administered to 
minimize gastric distress. 
- ‘CO-DELTRA’ and ‘CO-HYDELTRA’ are the trademarks of MEack & Co., Inc. PHILADELPHIA 1. PA. 
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available for showing upon request 


Modern Concepts Epilepsy 


Running time — 24 Minutes 


Produced under the medical supervision of: 
Francis M. Forster, M.D. 
Dean and Professor of Neurology 
Georgetown University School of Medicine 
Washington, D. C. 


And the technical assistance of: 
G. Bushnell Smith, M. D. 
Director of Epilepsy Clinic and EEG Laboratory 
Georgetown University School of Medicine 
Washington, 


MoperRN CONCEPTS OF EPILEPSY is presented as a service 
to the medical and allied professions, to help promote a 
wider knowledge and better understanding of the latest diag- 
nostic technics and treatments that can bring new help to 
the epileptic patient. 


This film is available without charge for showing before 
State and County Medical Societies, Hospital Staffs, and 
other specialized groups. For full information, write to 
Professional Services, Ayerst Laboratories, 22 East 40th St., 
New York 16, N. Y., and include the following information: 
1. viewing audience; 2. name of person in charge of pro- 
gramming; 3. date of showing and alternate dates; 4. mailing 
address for film. 


Ayerst Laboratories 
New York, N. Y. ¢ Montreal, Canada 


color, sound film 
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BRAND OF MECLIZINE HYDROCHLORIDE 


HCI 


1. longest acting— 


. the duration of action with meclizine [Bonamine] is clearly 
longer than that of the other drugs tested.” 

. for long sea voyages where it may be necessary to continue 
medication for several days, meclizine [Bonamine] seems to be 
the drug of choice.” + 
2. in recommended dosage Bonamine is 

notably free from side reactions — 
Bonamine did not show “. . . a higher incidence of any side-effect 
than did the placebo,” f 
relief of symptoms in minutes 
one dose often effective for 24 hours 


Tablets, tasteless, scored, 25 mg. Chewing Tablets, mint flavored, 25 mg. 


*Trademark 


(P, nage TReport of Study by Army, Navy, Air Force Motion Sickness Team: 
JAMA. 160:755 (March 3) 1956 


PFIZER LABORATORIES, Brooklyn 6G) N.Y: 


ine, 


Division, Chas. Pfizer & Co. 
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readings 
throughout 
the critical range... 


CLINITEST 


the urine-sugar test with the standardized, 
laboratory-controlled color scale 


e full color calibration for the urine-sugar spectrum 
@ easily read, firmly established blue-to-orange scale 
e sharp color distinction between readings 


AMES COMPANY, INC - ELKHART, INDIANA 


Ames Company of Canada, Ltd., Toronto 
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minimizes edema 
excellent relief 
effective in smallest dosage | in 
widest variety of oral dosage forms PTT 
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‘ PREDNISONE SCHERING 


METICORTEN 


PREDNISONE 
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| replaces cortisone and 
: 
& permits treatment of more patiénts | 
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extends the befiefits 
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PREDNISONE SCHERING 


e excellent relief of pain, swelling, tenderness 
uil® permits earlier physical therapy 
rehabilitation program 
Seeemiso indicated in bronchial asthma 
ee, allergic and inflammatory 
skin and eye disorders 
Tabicts supplied in 3 strengths— 


Pmg., 2.5 mg., 5 mg. 
convenient, individualized therapy 


MC J.16.356 


METICORTEN 


PREDNISONE 


SBA 
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for the 
Somatic 


AND 
the Psychic Phase of 


In addition to its gentle antihyper- 
tensive action, Rauwiloid provides 
psychic tranquility and overcomes 
tachycardia. Thus Rauwiloid partici- 
pates in both the somatic and psychic 
phases of therapy for hypertension. 


Treatment in all types of hyperten- 
sion may begin with Rauwiloid. 80% 
of mild labile hypertensives require 
no additional therapy. 

Dosage is definite and easy: two 
2 mg. tablets at bedtime. 
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& “Bacteria can develop only a limited resistance 


to the nitrofurans in vitro.”# 

i “At the end of the experiment, the sensitivity “Microorganisms, in vitro, did not appear to 
a of these bacteria to this drug [FURADANTIN] develop resistance to FURADANTIN.”* 

ze was determined and found to be the same as -° 

before the experiment.’’* 

ot i “It is noteworthy that this drug [FURADANTIN] “FURADANTIN is a chemical agent of the 
=f shows no tendency to permit development of | nitrofuran group. ... Most important is the 
ee resistant bacterial strains in vitro.’ fact that they show little tendency to permit 
the development of bacterial resistance.’’5 


TE 
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5 years of extensive use in 
genitourinary tract infections demonstrate : 
negligible development of bacterial resistance § 


In addition to the significant lack of development of resistant — 
bacterial mutants attending therapy with FurRADANTIN, unexcelled 
effectiveness and a wide margin of safety combine to make it an agent 
of choice in the treatment of pyelonephritis, cystitis and prostatitis. 
FURADANTIN .. .“‘may be unique as a wide-spectrum antimicrobial 
agent that is bactericidal, relatively nontoxic, and does not invoke 
resistant mutants.’”® 
effective 
@ rapid antibacterial action against a wide range of gram-positive 
and gram-negative bacteria and organisms resistant to other agents [fs 
including Proteus, and certain strains of Pseudomonas le 
@ negligible development of bacterial resistance ? 
@ no cross-resistance to other antibacterials since FURADANTIN { 
is unrelated chemically to antibiotics or sulfonamides y 
@ effective in the presence of blood, pus and urine 


excellent tolerance 
@ no reports of injury to kidneys, liver or blood-forming organs Le 
e@ no cases of blood dyscrasia, monilial superinfection, crystalluria es 


or staphylococcic enteritis ever reported FURADANTIN— E 
@ no cross-sensitization to other drugs. one of the nitrofurans- [ff 
@ side effects, such as headache, dizziness, diarrhea and pruritus ani, a new class of | 
are rarely associated with FURADANTIN therapy antimicrobiais - 
FURADANTIN DosacE: Average adult dose is four 100 mg. tablets neither antibiotics 
daily; 1 tablet during each meal and 1 on retiring, with food or milk. nor sulfonamides 


Average dosage range for children is 5 to 7 mg. per Kg. per 24 hours. 


SUPPLIED: Tablets, 50 and 100 mg., bottles of 25 and 100. SATO 

Oral Suspension (5 mg. per cc.), bottle of 118 cc. LABORATORIES 
FURADANTIN Sensi-Discs for bacterial sensitivity tests are avail- NORWICH, N.Y. 
able from Baltimore Biological Laboratories. = 


REFERENCES: 1. Paul, H. E., et al.: Proc. Soc. Exp. Biol., N. Y. 79:199, 1952. 2. Mintzer, S., et als (ton 
Antibiotics 3:151, 1953. 3. Abrams, M., and Prophete, B.: Missouri M. 51:280, 1954. 

4. Dodson, A. 1., and Hill, J. E.: Virginia M. Month. 82:385, 1955. 5. Lowsley, O. S., and 

Kerwin, T. J.: Clinical Urology, Baltimore, Williams & Wilkins Company, 1956, ed. 3, pp. 981-982. weve" 
6. Waisbren, 8. A., and Crowley, W.: A.M.A. Arch. Int. M. 95:653, 1955. 
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PROBENECID 


To restore your gouty patient to an active life, prescribe 
BENEMID. It “...does 


1. have a pronounced uricosuric effect 
2. decrease serum uric acid 

3. decrease the miscible pool of uric acid 
4. stop or decrease acute attacks in most instances 
5. have a wide margin of safety 

6. return many invalids to gainful occupation. 


When BENEMID is used in chronic gout, “... clinical 
results...have been unequivocally gratifying.” 


References: 1. Mod. Med. 23:107 (Nov. 15) 1955. 2. J.A.M.A. 154:213 (Jan. 16) 1954. 


MERCK SHARP & DOHME 


DIVISION OF MERCK & CO., INc., PHILADELPHIA 1, PA. 
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: Puts the gouty arthritic back in the game 
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... part of every ///ness 


ANXIETY 


is part of 


PEPTIC 
ULCER 


MEPROBAMATE 


dicarbamate) 
Licensed under U.S. Pat. No. 2,724,720 


“..Junctional nervousness, including fatigue and anxiety, was by far 


the greatest detectable cause of recurrences of peptic ulcer symptoms, and 


in many instances it seemed likely that the same etiological factors were 


initially responsible for the ulcer.’” 


Peptic ulcer is a combination of the emotional and the physi- 
cal. For total management, a combination of measures is often 
indicated. EQUANIL adds to the adequacy of routine treatment 
by countering psychic stress as a stimulant to vagal activity. 
It combats the anxiety and tension, and encourages restful 
sleep.” 


In every patient... a valuable adjunct to the customary therapy 


Supplied: Tablets, 400 mg., bottles of 50. 


Usual Dose: 1 tablet, t.i.d. 
1. Weiss, E., and English. O.S.: Psychoso- 

matic Medicine. W. B. Saunders Co., Phil- 
adeiphia, 1949, p. 358. 


2. Lemere, F.: Northwest Med. 54:1098 
(Oct.) 1955. 


anti-anxiety factor with muscle-relaxing action 


A 
: 
| 
| 
< 
= Philadelphia 1, Pa, 


announcing 


a further advance in psychopharmacology 


yy a true “tranquilizer” with specific action in mild 


and moderate psychic and psychosomatic conditions. 
Indicated in mental and emotional disturbances— 


mild and moderate—seen in everyday practice. 


yr a potent antiemetic. Indicated in nausea and 


vomiting—mild and severe. 


*Trademark for proclorperazine, S.K.F. 
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Clinically proved, before introduction, in over 12,000 patients 


minimal side effects 


Few drugs have been so thoroughly studied before introduction or 
introduced with such a substantial background of clinical experience. 


In the more than 12,000 patients treated with “‘Compazine’, here and 
abroad, and in experimental studies at very high dosage, no blood 


change or jaundice attributable to “Compazine’ was observed. 


Available: 5 mg. tablets 


‘Compazine’ 


proclorperazine, S.K.F. 


Smith, Kline & French Laboratories, Philadelphia 1 
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Improved large bowel motility 

facilitates physiologic formation 

and evacuation of soft, well- 
formed stools. 


Rehabilitation of the constipated 
patient permits progressive 
reduction of dosage and eventual 
discontinuance of medication 
when bowel function is restored. 


Effectiveness proven by continuing 
clinical and laboratory 
studies which constitute one of 
the fastest growing bibliographies 
in constipation therapy. 
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THE SENOKOT BIBLIOGRAPHY 
evidence of constipation correction beyond palliation 


CHRONIC AND OCCASIONAL CONSTIPATION 
“Studies on 65 constipated patients showed 
in 62 good effect with 1/2 to 1 teaspoon 

[of SENOKOT] nightly...” -steremann, F. 


Steigmann, F.: Federation Proceedings 15:488 (Mar.) 1956 = 
Abrahams, A.: Brit. Ency. Med. Pract., 2 ed., Interim 
Supplement, London, Butterworth (Mar.) 1954 ® “Old Drugs 
Brought Up to Date,” M. Press 232:127 (Aug.) 1954 ® Flintan, 
P., Weeden, G. D.: Lancet 1:497 (Mar. 7) 1953 ™ Lamphier, 

T. A., Ehrlich, R.: Am. J. Gastroenterol., in press 


OBSTETRICS 
‘results following the use of SENOKOT for 

management of constipation in pregnant pa- 
tients have been uniformly good.” —stone, m.t. 


Stone, M. L.: “A New Agent for the Management of Constipation 
in Pregnancy,” (To be published) ® Duncan, A. S.: Lancet 

1:602 (Mar. 21) 1953 ™ Wager, H. P.: In press, 1956 = 

Hurland, A.: Personal communication, 1956 ® Smiley, Wm. L.: 
Personal communication, 1956 


GERIATRICS 
“ the results obtained with SENOKOT in our 


old age patients were very good...” —etass, ¢. 8. 3. 


Glass, G. B. J.: Personal communication, 1956 ® Moreton, W.: 
Personal communication, 1954 ® Dutton, W. F.: Personal 
communication, 1956 


PEDIATRICS 


‘in contrast to [many] commonly used 
laxatives, SENOKOT is a valuable adjunct 
in the treatment of marked and severe 
constipation...’ —LITCHFIELD, H.R. 


Litchfield, H. R.: Scientific Exhibit, A.M.A., Chicago, (June) 
1956 ® “Any Questions? — Prolonged Constipation in Children,” 
Brit. Medical J. 1187-1188 (May 19) 1956 (no. 4976) ® 

F.: M. Press 231:521 (June) 1954 # Turell, R., et al.: Surg., 
Gynec. & Obst. (Internat. Abstr. Surg.) 103:209 (Sept.) 1956 


IN CONSTIPATION 


specific large bowel neuroperistaltic 


POSTOPERATIVE MANAGEMENT 
‘.as a part of the bowel re-education 


program, I prescribe SENOKOT...in reducing 
dosages.” —TURELL, R. 


Turell, R.: New York State J. Med. 56:2245 (July 15) 1956 ® 
Turell, R.: Wisconsin M. J. 54:413 (Sept.) 1955 ® Wakeley, C.: 
M. World 83:318 (Oct.) 1955 


PHARMACODYNAMICS 


Horder, Lord: Brit. Ency. Med. Pract., 2 ed., Cumulative 
Supplement, London, Butterworth, 1955, pp. 79-80 = 
Abrahams, A.: Practitioner 170:266 (Mar.) 1953 ® Gaddum, 
J. M.: Pharmacology, 4 ed., London, Oxford, 1953, pp. 249-251 
= Dispensatory of the United States of America, 25 ed., 
Philadelphia, Lippincott, 1955, p. 1229 = Okada, T.: Tohoku 
J. exper. Med. 38:33 (Mar.) 1940 ® Straub, W., Triendi, E.: 
Archiv. f. exper. Pathol. u. Pharm. 185:1 (Mar.) 1937 


CHEMISTRY AND ASSAY 


Stoll, A., Becker, B., Kussmaul, W.: Helvet. chim. acta 32:1892, 
1949 ® Stoll, A., Kussmaul, W., Becker, B.: Verhandi. 

Schweiz. Natf. Gesellsch., pp. 235-236, 1941 ® Fairbairn, J. W., 
Saleh, M. R. I.: J. Pharm. & Pharmacol. 3:918 (Dec.) 1951 

= Fairbairn, J. W.: J. Pharm. & Pharmacol. 5:281 (May) 1953 = 
Fairbairn, J. W.: Saleh, M. R. |.: Nature 167:988 (June 16) 1951 
= Fairbairn, J. W.: Pharmaceutisch Weekblad 87:679 (Sept. 13) 
1952 = Lou, T. C.: J. Pharm. & Pharmacol. 1:673 (Oct.) 1949 # 
Fairbairn, J. W.: J. Pharm. & Pharmacol. 1:683 (Oct.) 1949 ® 
Fairbairn, J. W., Michaels, I.: J. Pharm. & Pharmacol. 2:807-830, 
1950 ® Ryan, H. A.: Pharmaceutical J. 113 (series 4): 

115-116 (Aug. 18) 1951 


DOSAGE: Individualized. Average starting dosage 
for adults is two tablets or one level teaspoonful of the 
granules at bedtime. 


TABLETS: Small, and easy to swallow, in bottles of 100. 


GRANULES: Cocoa-flavored, in 8 and 4 ounce containers. 
Literature and professional samples of Tablets or Granules 
of Senokot available on request. 


THE PURDUE FREDERICK COMPANY 
NEW YORK 14, NEW YORK, MONTREAL Q, P.Q. 
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BRAND OF STANDARDIZED CONCENTRATED, ACTIVE SENNA POD PRINCIPLES TAB LETS/G RAN U LES 


ret 


specific 
‘dermacoid’ 


kor topieah use 


kon Fe 


Macnacorris adermacoid—a unique, 
new ester of hydrocortisone highly 
active in topical use only and there- 
fore reserved specifically for topical 
therapy. 


NEO-MAGNACORT unites the new 
dermacoid with an outstanding top- 
ical antibiotic, neomycin, for unsur- 
passed dual anti-inflammatory, anti- 
infective therapy. 


unsurpassed 


+ NEOMYCIN FOR 


EFFECTIVENESS 


MaGNacokrT is more potent topically than 
hydrocortisone and effects marked dermal 
diffusion and penetration. 


MAGNACoRT provides remarkably rapid, 
dependable suppression of itching, edema, 
swelling, oozing and other symptoms of a 
variety of inflammatory dermatoses—with 
only 1/2 of 1% concentration. It can be 
effective where other topicals are unsatis- 
factory or inadequate. 


NrEo-MAGNACOoRT extends the same thera- 
peutic advantages, along with those of 
neomycin, for therapy of dermatitis com- 
plicated or threatened by infection, 
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dermatologic corticoid 


hydrocortisone diethylaminoacetate hydrochloride 
INFECTION 


ACORT 


neomycin and hydrocortisone diethylaminoacetate hydrochloride 
EXCELLENT 


TOPICAL OINTMENT 
TOLERATION 


Clinical trials also reveal that MAGNACORT 
and NEo-MAGNACORT are virtually non- 
sensitizing and rarely produce other 
undesirable local effects. No instances of 
rebound dermatitis have been reported. 


Supplied: Macnacort Topical Oint- 
ment, in 1/2-0z. and 1/6-oz. tubes, 0.5%. 
NEO-MAGNACoRT Topical Ointment, in 


1/2-0z. and 1/6-oz. tubes, containing 0.5% 
neomycin sulfate and 0.5% MAGNAcorT. PFIZER LABORATORIES 
| Division, Chas. Pfizer & Co., Ine. 


*Trademark Brooklyn 6, New York 
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PRESCRIBE THE ONE 


WITH “BUILT-IN” 


SENSITIVITY 


Husbands will cooperate better in 


preventing re-infection of their wives 


under treatment for vaginal 


trichomoniasis if you prescribe RAMSES,” 


a rubber prophylactic of finest 


possible quality. For 30 years 


it has been preferred by men 


because it is transparent, 


naturally smooth, demonstrably thin, 


yet strong. Show your thoughtfulness 


by writing a prescription that the 


wife can take to the drug store, 


or offer to phone the druggist for her. 


JULIUS SCHMID, INc. 


propbylactics division 


423 West 55th Strect 
New York 19, N.Y. 


RAMSES is a registered trade-mark of Julius Schmid, Inc. 
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63 
In constipation ...*‘the consistency 
of the stool 1s more important than 
the frequency of defecation or the 


99% 


quantity expelled. 


* Cecil, R. L., and Loeb, R. F., eds.: A 
Textbook of Medicine, ed. 9. Phila- 
delphia, Saunders, 1955. p 880. 
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Squibb Dioctyl Sodium Sulfosuccinate 


relieves prevents constipation 
by softening the stools 


Molofac softens stools by lowering surface tension in 
the intestine, permitting water to mix more thoroughly 
with the fecal matter. Molofac fosters natural, spon- 
taneous defecation...it is not a laxative or a cathartic. 


In mild constipation—Adults and older children: 1 or 2 capsules 
daily. Children 6 to 12 years old: 1 capsule daily. 


In more severe constipation—Adults and older children: an ini- | 
tial dose of 2 capsules twice daily for three days, with 1 or 2 cap- | 
sules daily thereafter. Increased dosazes may sometimes be 

required. 


NOTE: The stool-softening effect of Molofac is usually evident : 
1 to 3 days after the beginning of treatment. 


Supply: Bottles of 30 and 100 capsules. Each clear, red, one-piece 
capsule contains 60 mg. of dioctyl sodium sultosuccinate. 


SQUIBB 


4 iil Squibb Quality—the Priceless Ingredient 


"MOLOPAG’ 18 A SQUIB® TRADEMARR 
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MERATRAN Profile 


| EMOTIONAL FATIGUE” 


Sex: 
x: Age: #3 Occupation: 


Chief Complaint: Wed Lime, Cored nek 
done, 


Symptoms : factional A 
Observations: 


Teuot 


i repound 
appetite, no 


justed 


. & mg. daily, 


downward to patient need. 


Another exclusive prod W ILL! AM »- 
of original Merrell = York CINCINNAT! 


* Case history from 
‘ory the actual files of an eminent physician; photo professionally posed 
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case in doses individualized 
One more point for to the patient, Meratran 
pipradrot being without jitters 
in functional fatigue and mild depressio® be ysed over prolonged 3 
— periods of time. 
Meratran often re ignout euphoria There is "0 significant 
4 stores your emo- effect on blood pressure 
tionally tired and or respiration, little 
to their usual effect normal | 
| \evel of alertness, plerance of 
St. Thomas, Ontario 2 
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(ERYTHROMYCIN, LILLY) 


Virtually all acute bacterial infections of the 
throat, nose, ear, and lung yield quickly. Yet, 
because the coliform bacilli are highly insensitive, 
the bacterial balance of the intestine is seldom dis- 
turbed. 


‘lotycin’ kills susceptible pathogens of the re- 
spiratory tract. Therefore, the response is decisive 

- and quick. Bacterial complications such as otitis 
media, chronic tonsillitis, and pyelitis are less likely 
to occur. 


‘Ilotycin’ is notably safe and well tolerated. 
Staphylococcus enteritis and avitaminosis have not 
been encountered. 


With usual dosages, gastro-intestinal hypermotility 
is not observed in bed patients and is seen in only a 
small percentage of ambulant patients. 


Available as specially coated tablets, pediatric sus- 
pensions, I.V. and I.M. ampoules. 


EC dx ANNIVERSARY 1876 + 1956 / ELI LILLY AND COMPANY 
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OCCUPATIONAL DEAFNESS 


Meyer S. Fox, M.D., Milwaukee 


Occupational deafness is assuming increasing im- 
portance in our everyday life. Not only does it directly 
affect the workers and employers but also it concerns 
other segments of society. As physicians we are pri- 
marily interested in the medical and medicolegal as- 
pects of the problem. As otologists we are concerned 
with the hearing and communication problems. 
Because of space limitation, it will be impossible to 
go into any detailed discussion. I shall therefore con- 
fine this paper to some personal recommendations 
and observations that | feel may be of interest and 
use to the practicing otolaryngologist. 


Trauma 


Occupational deafness as herein used denotes hear- 
ing loss in one or both ears, partial or complete, aris- 
ing during the course of, or as the result of, one’s 
employment. It may occur suddenly, as the result of 
traumatic injury, intense blasts, or explosions, or grad- 
ually, as the result of prolonged exposure to hazard- 
ous noise levels. Direct trauma to the ear usually 
results from blows, foreign objects, and burns due to 
sparks and molten metal. The local trauma to the area 
may be followed by perforation of the tympanum 
and infection and often is associated with a hearing 
loss of the conductive or mixed type. These injuries 
are usually unilateral and tend to heal with proper 
management. It has been my experience that burns of 
the ear canal and perforations of the tympanum due 
to sparks and molten metal are much more common 
than one would gather from current literature on the 
subject. Direct blows to the head can result in a hear- 
ing loss due to nerve damage, functional hearing tests 
revealing audiograms similar to those found in noise 
deafness.’ 

The term acoustic trauma is often used to include 
industrial noise deafness as well as the sudden hearing 
loss produced by loud noises such as blasts, ex- 
plosions, and gunfire. Davis,* however, feels that the 
two conditions would better be described by separate 
terms, in order that one may logically distinguish be- 
tween them. He therefore uses the term acoustic 
trauma to mean the immediate injury produced by 


¢ A worker's hearing can be damaged temporarily 
or permanently by sufficiently loud occupational 
noise, whether explosive or continuous. Audiograms 
made before and during the course of employment 
are essential to a program of conservation of hear- 
ing; they are also essential for medicolegal purposes. 
Medical supervision is important. The physician who 
is consulted in disputes about cases of allegedly oc- 
cupational deafness is on safe ground when he con- 
fines himself to statements of demonstrated fact and 
when he avoids suppositions. The otolaryngologist is 
especially qualified to collect the facts needed to 
conserve the hearing of workers and to prevent eco- 
nomic loss to employers from ill-founded claims. 


one or a few exposures to intense sounds, as illustrated 
by the hearing loss resulting from blasts or explosions. 
Industrial noise deafness, on the other hand, is used 
to describe the loss of hearing that develops over a 
period of months or years of working in an environ- 
ment of hazardous noise levels. 


Noise 


Noise has been defined as unwanted sound. It is the 
result of acoustic waves occurring at random frequen- 
cies and intensities. When the normal ear is exposed 
to noise at damaging intensity levels for a sufficiently 
long period of time, a temporary depression of hearing 
results, which disappears after a period of rest. This 
temporary hearing loss is called “temporary threshold 
shift.” When the ears are exposed for longer periods 
or to more intense sounds, the hearing loss becomes 
more severe and the recovery is incomplete. That por- 
tion of hearing that never returns is referred to as 
noise deafness. 

What are the effects of noise? We know definitely 
that noise can and does cause loss of hearing and that 
it interferes with communication. These are referred 
to as the auditory effects. The nonauditory effects of 
ordinary industrial noise are, in my opinion, vague 
and indefinite, the symptoms depending a great deal 
upon the personal motivation of the worker. 


Read before the Section on Laryngology, Otology and Rhinology at the 105th Annual Meeting of the American Medical Association, Chicago, 


June 13, 1956. 
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1274 OCCUPATIONAL DEAFNESS—FOX 


There are many factors that affect the degree and 
extent of hearing impairment found in cases of noise 
deafness.* These are (1) intensity or loudness of the 
noise, (2) frequency spectrum of the noise, (3) period 
of exposure, (4) individual susceptibility, (5) age of 
worker, (6) coexisting ear disease, (7) character of sur- 
roundings in which noise is produced, (8) distance 
from source, and (9) position of each ear with respect 
to sound waves. The four most important of the above 
factors are (1) how loud the noise is (the sound-pres- 
sure level), (2) what type of noise it is (the frequency 
characteristics), (3) how long the period of exposure 
is (the duty-cycle per day and the length of total em- 
ployment), and (4) how susceptible the worker is 
(whether he has so-called tin ears or tough ears). 

The hearing loss resulting from noise deafness has 
certain characteristics that are of interest to the oto- 
laryngologist. In the early stages of noise deafness the 
pure-tone audiogram is characterized by a sharply 
localized dip in the threshold curve between 3,000 
and 4,000 cps. At this stage the subject is not aware of 
his loss and his only complaint may be due to tinnitus. 
As degeneration continues, the hearing for the still 
higher frequencies is affected and gradual involvement 
of the speech zone range occurs. The development of 
the hearing loss is slow, and frequently the worker is 
totally unaware of its existence and is apt to disregard 
it until he is quite deaf. 

The hearing loss in both ears is quite similar in 
extent and degree, and vestibular symptoms are rarely 
encountered. The local otological findings are usually 
normal in appearance. The pathology in cases of noise 
deafness is involvement of the inner ear, resulting in 
disruption and degeneration of the hair cells of the 
organ of Corti with secondary degeneration of the 
ganglion cells. Because of the nature of the involve- 
ment of the inner ear, recruitment restrictions with 
respect to inability to tolerate loud sounds are usually 
observed. Treatment of these cases is of no avail, and, 
therefore, every effort should be directed toward hear- 
ing conservation. 


Medicolegal Aspects of Noise Deafness 


When the otolaryngologist is called upon to examine 
and evaluate cases involving alleged loss of hearing 
due to industrial noise, he is confronted with many 
problems. Before forming an opinion that the worker 
has a sustained hearing loss due to noise exposure, the 
otolaryngologist must be satisfied that (1) the worker 
has a nerve-type hearing loss characteristic of noise 
deafness, (2) the sound survey studies of the working 
areas reveal that the noises are of a type and of suffi- 
cient intensities to cause hearing loss, (3) there has 
been sufficient exposure time, and (4) other local and 
medical causes for hearing loss have been ruled out by 
proper history, otological examinations, and functional 
hearing tests. 

Too often I have heard physicians describe the re- 
sults of a worker’s history and functional hearing tests, 
both of which were insufficient to permit the differ- 


J.A.M.A., December 1, 1956 


ential diagnosis of noise deafness. I have also heard 
testimony before industrial commissions on workers 
employed in noisy industry for many years in whom 
the hearing loss was attributed to high blood pressure, 
infection, heart disease, diabetes, or advancing age 
simply because the functional hearing tests disclosed 
a high-frequency hearing loss. The otolaryngologist is 
not justified in ascribing the hearing loss to such causes, 
completely ignoring the fact that the worker has been 
continuously employed at a punch press, riveting ma- 
chine, or drop hammer for the past 10 or 20 years. Nor 
is he justified in attributing the deafness to occupa- 
tional origin, when the otological examination and 
functional hearing tests reveal findings consistent with 
otosclerosis, middle ear disease, and conductive deaf- 
ness. 

The otolaryngologist who appears as a medical wit- 
ness in these cases must be an impartial and disinter- 
ested expert who will assist the courts and commis- 
sions in resolving the medical problem at hand. He 
must be objective and scientific and should not con- 
cern himself with the social and economic aspects of 
the problem. Decisions as to when, how much, or un- 
der what condition compensation is to be paid for loss 
of hearing are not matters for the medical man to 
decide. These are the functions of the commissions and 
courts. His statements should be based upon reason- 
able medical opinions and conclusions and not upon 
mere speculation. What are the words that throw the 
testimony into the category of speculation? Some of 
them are “may,” “could have been,” “could be,” 
“might,” and “might have been.” These are all terms 
of conjecture. As a rule, the opinions of the medical 
expert, when appearing before industrial commissions, 
need be based not upon medical certainty but rather 
upon medical probability. Probability applies to that 
which is so reasonable or well evidenced that it almost 
induces belief. In other words, the testimony should be 
based upon what the expert would ordinarily expect 
to find in the usual circumstances. 

Some of the more thorny medicolegal questions 
that have arisen are as follows: 1. At what level of 
sound intensity and over what period of exposure does 
damage to hearing take place? 2. What was the status 
of the employee’s hearing when he came to work for 
the employer? 3. What tests should be used for de- 
termining the hearing ability of the worker? 4. What 
formula should be used to evaluate these hearing tests 
and to express the results in terms of hearing disabil- 
ity? 5. Which of several hearing tests made by several 
otolaryngologists at various times should be used to 
evaluate the hearing loss? 6. Are some workers more 
susceptible to noise-induced hearing loss than others? 
7. How are we to determine the permanency of the 
hearing loss if the worker continues at his employ- 
ment? 8. What consideration should be given to the 
factor of age? 9. What consideration should be given 
to medical and degenerative conditions that might 
affect the hearing loss? There are also numerous legal 
questions as to the intent and interpretation of existing 
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compensation laws concerning noise deafness. These 
questions are gradually being answered by authora- 
tative decisions of the higher courts of the various 
states." 

In reviewing the medicolegal problems, it is my 
opinion that the chief cause for dispute arises from 
the fact that there were no reliable records that could 
be used as a base line to determine the worker's hear- 
ing at the beginning of employment and during the 
course of employment. Another important contro- 
versial medicolegal development is that pertaining to 
the various methods for determining hearing loss and 
for converting this hearing loss in terms of percentage 
of hearing disability. That there are differences of 
opinions is established by the fact that various states 
have different approaches to the same problem. The 
American Medical Association and the American 
Academy of Ophthalmology and Otolaryngology rec- 
ognized the inadequacy of the existing methods of 
determining hearing disability and a committee of 
eight persons was appointed to study the problem. 
After several years of study, this committee published 
a report on principles for evaluating hearing disabil- 
ity.” All otolaryngologists interested in the problem of 
industrial noise deafness are urged to study this report. 


Hearing Conservation Programs 


The otolaryngologist, by virtue of his special train- 
ing, interest, and daily clinical experience with hear- 
ing problems, has the qualifications that enable him 
to be a consultant in the planning and management 
of industrial hearing conservation programs. In a pre- 
vious publication ° I pointed out that the three major 
objectives of such a problem are to (1) conserve the 
hearing of workers, (2) avoid unnecessary economic 
loss to employers, and (3) collect the facts and data in 
order to facilitate the accomplishment of the two fore- 
going objectives. 

The first requisite of an effective hearing conserva- 
tion program is a thorough sound survey of the work- 
ing areas. Such a study is necessary to scientifically 
determine the frequency characteristics and intensity 
levels of the noise present in these areas. The informa- 
tion thus gained should indicate whether excessive 
noise levels are present and, if so, the amount and type 
of acoustical treatment and individual ear protection 
that might be required in such working areas. The 
next step is to obtain a suitable room for the perform- 
ance of hearing tests. The testing room should be 
situated in an area that will permit the satisfactory 
performance of hearing tests without interference due 
to extraneous noises. In some cases acoustical treat- 
ment of existing rooms will result in a satisfactory 
reduction of the extraneous noises. In other situations 
acoustical treatment will not bring about the desired 
result. Where this is not feasible, prefabricated acous- 
tical booths now commercially available provide a 
satisfactory place for the auditory tests. The personnel 
who are to do the testing should be sufficiently trained 
and supervised by the otolaryngologist so that they 
will develop skill and interest in this work. For the 


OCCUPATIONAL DEAFNESS—FOX 1275 


ordinary industrial hearing conservation program, 
only pure-tone air-conduction audiograms need be 
taken, and these can be made with a simple, portable, 
properly calibrated audiometer. 

The next phase of the hearing conservation program 
is the installation of preplacement pure-tone audio- 
metric tests of the workers. This is a must. The pre- 
placement pure-tone audiogram is a base line from 
which all subsequent studies concerning the worker's 
hearing status are made. The records that are used 
should show the audiometric and otological findings 
and pertinent items of medical and industrial history. 
All workers exposed to high-intensity noise levels 
should have periodic checkups of their hearing. 

The results of all hearing tests are reviewed and 
evaluated, and those workers who show significant 
hearing loss at the beginning of employment or dur- 
ing the course of employment are referred to the 
otologist for examination and further hearing studies. 
This procedure results in the establishment of ac- 
curate records that can be used for purposes of job- 
placement and of ear protection and as a base line 
for future audiometric studies. It also establishes valid 
records made by a qualified otologist that can be used 
in the event industrial claims of hearing loss arise at 
a later date. | am aware of the fact that many indus- 
tries have purchased audiometers and have turned 
over the job of testing workers’ hearing to health and 
safety personnel without adequate medical supervi- 
sion. The records that are made are filed away for use 
in the event of future compensation claims. It is un- 
necessary for me to point out that this is not practic- 
ing good medic‘ne. 

It goes without saying that the ideal hearing con- 
servation pro; ram wou!d entail the removal of the 
noise at its source. The extent to which these measures 
can be expected to decrease noise levels varies with 
the machines, the operations, and the physical plant 
and is a matter better left to the acoustical and in- 
dustrial engineers. In the areas where noise levels 
cannot be effectively reduced by means presently 
available, the hearing of workers can be protected by 
the use of ear plugs. Considering that any protective 
device to be in. erted into the ear canal is essentially 
a foreign body, it becomes obvious that the supervi- 
sion of this aspect of the hearing conservation pro- 
gram should be in the hands of medical personnel and 
that all necessary hygienic measures should be taken. 
It has been my experience that the big problem is 
gaining the accepiance and cooperation of the work- 
ers and of convincing them it is not a sign of weakness 
but only good sense to protect their hearing with ear 
protectors. 


Summary and Conclusions 


Occupational deafness is defined as hearing loss 
occurring during the course of, or as the result of, 
one’s employment. The hearing loss may occur sud- 
denly, as the result of direct traumatic injury or of 
explosions, blasts, or gunfire, or it may occur gradual- 
ly, as the result of prolonged exposure to hazardous 
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noise levels. As otolaryngologists, our interest and 
function is to conserve and protect human hearing. 
Therefore, it behooves us to meet the challenges of 
occupational deafness by active interest and partici- 
pation in the various aspects of the problem. 


208 E. Wisconsin Ave. 
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ANESTHETIC MANAGEMENT OF PATIENTS WITH RESPIRATORY DISEASE 


Nicholas M. Greene, M.D., New Haven, Conn. 


One of the most frequently encountered problems in 
clinical anesthesia is that of the patient with respiratory 
disease. This problem deserves our careful attention. 
Unless it is successfully solved, the patient is subjected 
to an increased operative and postoperative morbidity 
and mortality, or surgery is so limited that the indi- 
cated procedure cannot be accomplished. Recent ad- 
vances have been made that offer help in dealing with 
these patients. Although much yet remains to be 
learned, it is appropriate to consider some of the clini- 
cal ramifications of developments and, by combining 
them with older and well-recognized principles, to 
formulate a modern approach to this ancient problem. 
To limit an otherwise vast and complicated field, em- 
phasis will be placed on those patients in whom the 
respiratory disease represents an incidental, albeit seri- 
ous, complication to extrathoracic surgery. 


Preoperative Management 


Unless patients with respiratory disease are properly 
prepared prior to surgery, their anesthetic manage- 
ment during surgery will always be less than satisfac- 
tory. Preparation consists of correcting underlying 
pulmonary pathology insofar as possible and of elim- 
inating factors that may increase the possibility of 
postoperative respiratory complications. Extrapulmo- 
nary causes of decreased ventilation must be sought 
out, for they are often reversible. Pleural or ascitic 
fluid should be removed by paracentesis, and obesity 
must be eliminated by an enforced program of weight 
reduction. 

Respiratory infections must be controlled. In the 
upper respiratory tract, control includes treatment of 
chronic sinusitis and avoidance of elective surgery dur- 
ing acute infections, such as the common cold. In in- 
fections of the lower part of the respiratory tract, anti- 
biotics should be administered parenterally and by 
inhalation of nebulized solutions if necessary. Ade- 
quate drainage of purulent secretions from bronchiec- 
tasis or lung abscesses must be assured by the use of 
pulmonary detergents, postural drainage, and broncho- 
scopic aspiration when such treatment is indicated. 
Patients with bronchiectasis should be operated on 
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* Respiratory disease in a surgical patient can rep- 
resent a serious complication to the giving of anes- 
thesia. Preoperative management must include cor- 
rection of the underlying pulmonary pathology, 
where possible. For preanesthetic medication, the 
barbiturates are preferable to analgesics. While the 
anesthetic agent itself cannot be related to any ad- 
verse effects on preexisting pulmonary infections 
nor, alone, have influence on postoperative respira- 
tory complications, it must still be admitted no pres- 
ently available agent or technique is ideal. The 
selected procedure must therefore be considered 
in the light of its particular advantages (e. g., bron- 
chodilating qualities, rapid postoperative response) 
over predicted disadvantages (e. g., anoxia, respira- 
tory depression). Competent postoperative super- 
vision, preventing interference with adequate respir- 
ation, completes the program of providing safe 
anesthesia for patients with respiratory disease. 


only after they have been able to spend several hours 
in the morning coughing and raising their own secre- 
tions. Actual or potential obstruction of the respiratory 
passages must be corrected. Patients with asthma 
should be desensitized to the offending allergen if pos- 
sible and treated, if necessary, with cortisone and 
bronchodilating drugs. 

Severe emphysema represents a serious and increas- 
ingly frequent complication. Because alveolar ventila- 
tion is inadequate to remove carbon dioxide, patients 
with emphysema have varying degrees of respiratory 
acidosis. Pulmonary infection may be superimposed. 
There may also be increased resistance to blood flow 
through the lungs, resulting in cor pulmonale with 
right-sided heart failure. Preoperatively, any myocar- 
dial decompensation is an indication for digitalization 
in these patients. Any infection is an indication for 
antibiotic therapy. 

A potent carbonic anhydrase inhibitor, acetazola- 
mide (Diamox), may be used preoperatively to de- 
crease the respiratory acidosis. By interfering with 
normal renal electrolyte excretion, acetazolamide pro- 
duces a bicarbonate diuresis. The resultant fall in 
plasma bicarbonate level is associated with a decrease 
in plasma pH and a lowering of abnormally high car- 
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bon dioxide tensions. The exact mechanism by which 
acetazolamide improves alveolar ventilation remains 
incompletely defined, but the reduction in carbon di- 
oxide tension may mount to 10 to 15 mm. Hg.’ Al- 
though the beneficial effects of prophylactic administra- 
tion of acetazolamide remain to be quantitated, its use 
in patients with severe emphysema who can be offered 
little else appears justified. It is especially appropri- 
ate in emphysematous patients about to undergo major 
upper abdominal surgery, for these are the patients 
whose respiratory exchange is most altered postopera- 
tively. Acetazolamide, 250 to 750 mg. per day, may be 
given in one dose or two divided doses for four or five 
days preoperatively. It should be replaced by ammo- 
nium chloride on the day before surgery, so that the 
metabolic acidosis created by the acetazolamide may 
be lessened on the day of surgery. 

Preanesthetic Medication.—Appropriate preanesthet- 
ic medication is of fundamental importance in the safe 
anesthetic management of patients with respiratory 
disease. Parasympatholytic drugs should be used in 
amounts somewhat in excess of the normal to reduce 
otherwise copious and troublesome secretions. Pre- 
anesthetic sedation should be obtained with drugs that 
not only produce a sense of mental relaxation and 
detachment but also do so without impairing ventila- 
tion. In carefully controlled studies, Lasagna and 
others ? have shown that narcotics are far less satisfac- 
tory and predictable producers of euphoria than are 
barbiturates. For this reason alone barbiturates are 
preferable to analgesics for preanesthetic medication. 

Also, Eckenhoff and others * have demonstrated that 
all commonly used analgesics depress respiration when 
given in therapeutic amounts to normal patients. De- 
pression occurs to the extent that carbon dioxide ten- 
sions are invariably elevated, but it does not occur 
after hypnotic doses of barbiturates. In patients al- 
ready suffering from an inability to excrete carbon 
dioxide normally, the use of analgesics for premedica- 
tion is ill-advised unless the patient has pain. Preexist- 
ing respiratory inadequacy will not only be accentu- 
ated by analgesics but also the desired sedation will 
not be as predictably attained as with the use of bar- 
biturates. 


Management During Anesthesia 


Choice of Anesthetic Agent and Technique.—Before 
consideration is given to the pharmacological and 
physiological properties of anesthetics as they affect 
patients with respiratory disease, three rather negative 
but nonetheless fundamental principles should be em- 
phasized. The first principle is that none of the present- 
ly available anesthetic agents or techniques is ideal. 
They all have their advantages as well as their dis- 
advantages. For patients with respiratory disease, the 
most satisfactory agent will be the one that provides 
advantages outweighing disadvantages, so that the 
over-all risk to the patient, although of necessity not 
eliminated, is diminished. 

Secondly, anesthetic agents per se have no influence 
on the incidence of postoperative respiratory compli- 
cations. For example, inguinal herniorrhaphies per- 
formed with the patient under spinal or local anes- 
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thesia are followed by respiratory complications with 
the same frequency as those performed with the pa- 
tient under ether anesthesia.‘ Site of surgery, age, sex, 
body build, and, as Dripps and Deming * so aptly dem- 
onstrated, the care and ability with which the anes- 
thesia is administered are all factors that do influence 
the development of postoperative respiratory compli- 
cations. The anesthetic itself does not. Thirdly, although 
preexisting pulmonary infections (e. g., tuberculosis ) 
are adversely affected by anesthesia and surgery, the 
degree to which they are influenced is not related to 
the particular general anesthetic agent used.* The 
pharmacological and physiological effects of anes- 
thetics on the respiratory system can be discussed only 
with these three basic concepts in mind. They are pre- 
requisite to an objective and scientific approach to the 
problem. 

Use of Ether: Ether, the most potent inhalation 
anesthetic commonly used today, can be administered 
with a concentration of oxygen higher than can be 
used with any other agent. Surgical anesthesia with 
muscular relaxation is maintained with 4% ether and 
96% oxygen in the inspired air. This high concentration 
of oxygen may prove advantageous in certain patients 
with severe pulmonary disease. Ether is also the only 
general anesthetic that, when given in concentrations 
adequate for moderate or light planes of surgical anes- 
thesia, does not invariably cause depression of respira- 
tion to the point where respiratory acidosis supervenes.’ 
Alveolar ventilation may actually be increased by 
ether, except in the deeper planes of anesthesia. 

Respiratory acidosis can and most certainly does 
occur during the administration of ether, but it is 
neither as frequent nor as severe as that present with 
equal depths of anesthesia obtained with other agents. 
In patients with respiratory disease, this is a significant 
advantage. When and if respiratory acidosis does occur 
under light ether anesthesia, its presence may be, and 
usually is, clinically detected by alterations in the 
respiratory pattern. The sensitivity of the respiratory 
center to elevations in carbon dioxide level is depressed 
by higher concentrations of ether,* but during light 
anesthesia this depression is not severe enough to 
prevent completely the hyperventilation of respiratory 
acidosis. Simple and reliable objective methods of rap- 
idly determining alveolar carbon dioxide tensions 
under clinical conditions are not available. The ability 
to recognize clinically and so to treat respiratory acido- 
sis during moderate or light ether anesthesia is an 
invaluable aid in managing patients with respiratory 
disease. 

The major disadvantage of ether as a general anes- 
thetic in patients with respiratory disease is that 
recovery may be prolonged. Prolonged recovery occurs 
most frequently after long operations, in patients with 
emphysema, and after the administration of ether by 
the inexperienced. Recovery from ether anesthesia is 
not, however, accompanied by the same respiratory 
depression that follows recovery from equal depths 
of anesthesia produced by other general anesthetic 
agents. During the period of recovery from ether anes- 
thesia there may be an increased production of mucus, 
but, as already indicated, this does not add to the 
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frequency of postoperative respiratory complications if 
adequate suctioning of the respiratory tract is carried 
out. Ether is not contraindicated as a general anesthetic 
in the presence of respiratory disease. It has, in fact, 
certain patent advantages. In asthma, ether is prefer- 
able to all other general anesthetic agents. With the 
single exception of tribromoethanol (Avertin), it is 
the only agent possessing bronchodilator properties. 

Cyclopropane as an Anesthetic: Cyclopropane is 
also administered with high concentrations of oxygen. 
Given in anesthetic concentrations, it produces, unlike 
ether, depression of the respiratory center. Patients 
breathing spontaneously under cyclopropane anesthe- 
sia will always have respiratory acidosis. Although 
this depression of the respiratory center represents a 
disadvantage of cyclopropane, it is one for which 
hyperventilation artificially performed by the anesthe- 
tist can compensate. All patients, and especially those 
with respiratory disease, must have their respirations as- 
sisted or controlled during cyclopropane anesthesia. 
When respiratory assistance is given, respiratory acido- 
sis does not supervene. That depression of respiration 
is not a matter of academic interest alone is attested to 
by the severe and dangerous falls in arterial pressure 
immediately after anesthesia in patients who have had 
acidosis. Unfortunately there are no reliable clinical 
signs of respiratory acidosis during cyclopropane anes- 
thesia. Arterial hypertension associated with the acido- 
sis may occur,’ but hypertension may also exist in its 
absence.’° 

The greatest advantage of cyclopropane in patients 
with respiratory disease lies in the ready reversibility 
of the anesthesia induced. If the anesthetic is properly 
administered, the patient will react immediately post- 
operatively with minimal residual respiratory depres- 
sion. Because of its reversibility, in capable hands 
cyclopropane has proved eminently satisfactory in the 
anesthetic management of patients with respiratory 
disease, although the drug should not be administered 
to patients with asthma because of the possibility of 
initiating bronchospasm. 

Anesthesia with Intravenously Given Barbiturates: 
Anesthesia induced with intravenously given barbi- 
turates is associated with respiratory depression in 
much the same way as is cyclopropane anesthesia. The 
respiratory center becomes so insensitive to alterations 
in carbon dioxide tensions during barbiturate anesthe- 
sia that respirations are maintained chiefly by the 
chemoreceptors of the aortic and carotid bodies. These 
receptors respond to changes in oxygen saturation, not 
to changes in carbon dioxide. Again, as with cyclopro- 
pane, there are no reliable clinical signs during barbi- 
turate anesthesia to indicate when depression has 
progressed to respiratory acidosis. The anesthetist 
must appreciate this lack of clinical signs and correct 
hypoventilation by artificial means. 

Unlike the effects of cyclopropane, those of the so- 
called short-acting barbiturates extend well into the 
postoperative period, causing a subtle and perhaps 
clinically unrecognizable respiratory depression. Be- 
cause the action of intravenously given anesthetics is 
not readily and rapidly reversible," depending as it 
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does on inactivation by metabolic processes, these 
agents are often not the most desirable ones for use 
in patients with respiratory disease. In the presence 
of real or imminent obstruction to the respiratory tract, 
they are contraindicated. 

Intravenously given anesthetics are usually used in 
conjunction with relatively weak inhalation anesthetic 
agents such as nitrous oxide. Fink has recently empha- 
sized '* that, after discontinuation of administration of 
nitrous oxide, there is a temporary but significant drop 
in alveolar oxygen concentration as the nitrous oxide 
diffuses out of the blood into the alveoli. The resultant 
anoxia may be evidenced by cyanosis even in normal 
patients. In patients with respiratory disease, this type 
of anoxia must be guarded against, because it will be 
more profound and more prolonged. 

Use of Muscle Relaxant Drugs: Muscle relaxant 
drugs have much to recommend them in patients 
with respiratory disease, but their use is associated 
with two distinct dangers. The first is that, when mus- 
cle relaxants are given in therapeutic doses, the muscles 
of respiration are impaired. This condition implies that 
such drugs can be used safely only when the anesthetist 
is willing and able to provide adequate respiratory ex- 
change at all times. The second danger is that the dura- 
tion of action of these agents may extend into the post- 
operative period. This possibility has been lessened 
but not eliminated by the introduction of succinyl- 
choline chloride, with its short duration of action. 
Prolonged apnea can and does occur after the use 
of succinylcholine chloride. It may occasionally be due 
to abnormally low plasma levels of choljgesterase, the 
enzyme responsible for the of 
succinylcholine. More frequently, prolongéd apnea is 
probably due to overventilation, resulting in abnormal- 
ly low carbon dioxide levels or in depression of the 
Hering-Breuer reflex.'* Longer acting muscle relaxants 
such as tubocurarine chloride or laudexium (Laudolis- 
sin) methylsulfate are even more apt to cause post- 
operative respiratory impairment, even though at 
subclinical levels. 

Use of Conduction Anesthesia: Conduction anesthe- 
sia, by providing ideal operating conditions with mini- 
mal disturbance of respiratory function, frequently 
represents the anesthetic method of choice in treating 
respiratory cripples. It also has limitations and dangers 
that under certain circumstances make its use in such 
patients highly inadvisable. Whether conduction anes- 
thesia will prove the anesthetic method of choice in a 
given patient depends upon three factors. The first is 
the magnitude of the surgery. Minor surgery is always 
best performed with use of local anesthesia in patients 
with respiratory disease. Local anesthesia is not neces- 
sarily the best for use in major surgery. Whether local 
or, indeed, any type of conduction anesthesia is indi- 
cated for major surgery will depend on the second 
factor, the site of surgery. Conduction anesthesia is 
eminently satisfactory for patients with respiratory 
disease during major surgery performed below the 
umbilicus. Spinal, epidural, or nerve-block anesthesia 
may then be used as indicated. 
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The advantages of spinal and epidural anesthesia, 
however, are offset in such patients if the sensory block 
must be carried high enough to permit surgery on the 
upper part of the abdomen. The effects of high and low 
spinal anesthesia cannot be compared. In poor risk 
cases, low spinal anesthesia is indicated because pro- 
found anesthesia can be obtained with little derange- 
ment in normal physiology. However, high spinal 
anesthesia is contraindicated in such patients because 
it is achieved only at the expense of profound altera- 
tions in cardiac output; peripheral blood flow; and 
hepatic, renal, and cerebral circulation. In respiratory 
cripples, respiratory efficiency is also diminished. Ad- 
ministered under modern anesthetic techniques, gen- 
eral anesthesia can provide the same operating condi- 
tions in the upper abdomen as can spinal anesthesia, 
without producing the same physiological changes. 

The third and final factor that will determine wheth- 
er conduction anesthesia is the method of choice is the 
skill and experience of the person administering the 
anesthesia. This point is well illustrated by considering 
the use of brachial block anesthesia for surgery on the 
upper extremities and local anesthesia for abdominal 
surgery. While brachial block is the logical choice for 
procedures on the upper extremities in a patient with 
respiratory disease, an inadvertent pneumothorax dur- 
ing the anesthesia might prove disastrous. Such an 
anesthetic procedure is indicated only if it is safely 
and efficiently performed by one highly skilled and 
trained in the method. The novice should avoid such 
a technique under these conditions. 

The same principle applies to the administration of 
local anesthesia for abdominal surgery. Major intra- 
abdominal operations can be safely and efficiently 
performed with the patient under local anesthesia. 
Any theoretical advantage of local anesthesia is imme- 
diately negated, however, if the patient experiences 
pain, if poor operating conditions result, or if futile 
attempts are made to compensate for inadequate local 
anesthesia by the administration of analgesics and sed- 
atives. The use of analgesics and sedatives is especially 
unfortunate. Such centrally acting drugs never wholly 
obtund surgical pain, but they do depress respiration. 
If general anesthesia must be instituted to allow sur- 
gery to continue, it must be given under difficult 
circumstances to an agitated, severely depressed pa- 
tient, who was a poor risk to start with. Local anesthe- 
sia for abdominal surgery must be administered only 
by those with experience, by those with full under- 
standing of the neuroanatomy involved, and by those 
patient and gentle by nature. As modern anesthesiolo- 
gy has developed, such persons have become progres- 
sively more rare. 

Management of Ventilation.—It is apparent from the 
preceding discussion that one of the keys to the safe 
anesthetic management of patients with respiratory 
disease lies in maintenance of adequate respiratory 
exchange. Adequate respiratory exchange means not 
only providing an airway that is completely patent at 
all times but also assuring an alveolar ventilation ade- 
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quate to provide normal oxygen uptake and carbon 
dioxide excretion. Normal arterial oxygenation is rela- 
tively easily obtained in modern anesthesia; normal 
carbon dioxide excretion is not. The vast majority of 
modern anesthetic techniques either depress the res- 
piratory center or impair the normal function of the 
respiratory muscles, or both. The end-result is depres- 
sion of alveolar ventilation to the point that, although: 
oxygenation is normal, carbon dioxide accumulation 
takes place.’ 

When carbon dioxide accumulation occurs, it be- 
comes the responsibility of the anesthetist to augment 
alveolar ventilation by artificial means. As already 
indicated, the clinical detection of hypoventilation is 
difficult if not at times impossible. Respiratory rate and 
motion of the rebreathing bag or of the patient's chest 
are notoriously unreliable indexes of alveolar ventila- 
tion. A 10% reduction in alveolar ventilation results in 
respiratory acidosis but is clinically undetectable by 
even the most experienced observer. Cyanosis is no 
guide, for it may be absent when severe acidosis is 
present. Cardiovascular responses such as hypertension 
and tachycardia are altered by the anesthetic agent it- 
self. In view of the difficulty of detecting subtle yet 
serious respiratory inadequacies during anesthesia even 
in normal patients, together with the frequency with 
which they occur, it should be assumed that all pa- 
tients with respiratory disease should have their respi- 
rations assisted or controlled during general anesthesia. 
Whether respirations are assisted or controlled depends 
mainly upon the degree of artificial ventilation re- 
quired. 

The most satisfactory method to be employed to 
assist or control respirations during anesthesia has not 
yet been defined. There are two general methods. One 
consists of manual compression of the anesthesia 
breathing bag and the other of using one of several cur- 
rently available mechanical respirators. Properly em- 
ployed, each method will accomplish the desired ob- 
jective of increasing alveolar ventilation. Intermittent 
positive pressure applied to the rebreathing bag can 
aid alveolar ventilation as well as most mechanical de- 
vices designed for the same purpose. Manual methods 
have the disadvantage of being satisfactory only when 
employed by meticulous, physiologically oriented anes- 
thetists who are willing and able to concentrate on the 
adequacy of every respiration. While a few deep 
breaths may correct hypoxia, a fourfold increase in 
alveolar ventilation lasting six minutes is required to 
reduce a carbon dioxide tension of 100 mm. Hg back 
to a normal of 40 mm. Hg.’ Most respirators will 
aerate the alveoli of an anesthetized patient more 
efficiently than a preoccupied or indolent anesthetist. 

The chief disadvantages of mechanical respirators, 
aside from their expense, arise from two sources. One 
is that no matter how well tooled they are, mechanical 
failure is always a possibility. Such an event, usually 
occurring at a most inappropriate time, can be disas- 
trous if not recognized immediately. The other dis- 
advantage is that personal contact with patients is lost 
when machines are used. Such loss of personal contact 
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is a matter for serious consideration in this day of 
increasingly complex anesthetic techniques. Since both 
methods are, however, satisfactory when correctly em- 
ployed, the decision of which to use will usually de- 
pend upon the philosophy and training of the anesthe- 
tist and the financial resources of the hospital. From 
a practical point of view, at the present time it is more 
important to spend time, effort, and energy emphasiz- 
ing the necessity of adequate ventilation and how it 
may be manually attained rather than to change anes- 
thetists into mechanics versed in the mechanical prob- 
lems and idiosyncrasies of various pumps, valves, and 
flywheels. It is economically certainly more feasible. 
The ultimate welfare of the patient will also be in- 
creased. 

There is only one situation in which use of certain 
types of mechanical respirators has distinct advantages 
over manually performed ventilation. That situation 
occurs in patients with decreased cardiac output. Dur- 
ing inspiration there normally exists a negative intra- 
thoracic pressure that aids in venous filling of the right 
side of the heart. This pressure is eliminated by meth- 
ods of artificial ventilation devoid of any negative 
phase and consisting solely of intermittent positive 
pressure. Patients whose cardiovascular status is pre- 
carious may react adversely to such positive pressures 
by showing further falls in cardiac output and blood 
pressure.’* Since manual control of respiration elim- 
inates negative pressures throughout the respiratory 
cycle, a mechanical ventilator providing negative pres- 
sure during expiration should be employed in such 
patients. 

Postoperative Management 


Immediate Postoperative Period—The immediate 
postoperative period is as critical for a patient with 
respiratory disease as the operative period. The im- 
portance of competent supervision in a postanesthetic 
recovery room staffed by specially trained personnel 
cannot be overemphasized. Attention is centered on 
the prevention or correction of any interference with 
adequate respiration. Depression of the respiratory 
center caused by analgesics given during surgery is to 
be counteracted by use of specific antagonists such as 
nalorphine hydrochloride or levallorphan (p-3-hydroxy- 
N-allylmorhinan) tartrate. If caused by barbiturates 
or inhalation anesthetics, respiratory depression must 
be compensated for by artificial ventilation until such 
time as the respiratory center regains its normal thresh- 
old. 

Any inefficiency of the muscles of respiration due to 
muscle relaxants must similarly be compensated for by 
artificial respiration. Muscle relaxant antagonists such 
as edrophonium (Tensilon) chloride are not to be 


. wholly relied upon, for, although they may be tempo- 


rarily effective, their effects may wear off before nor- 
mal muscle activity returns. The fundamental danger 
of respiratory obstruction caused by soft tissues, secre- 
tions, or vomitus must be constantly guarded against. 
Obstruction is still one of the foremost preventable 
causes of death in the immediate postoperative period. 
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Administration of oxygen should be employed un- 
hesitatingly. Carbon dioxide inhalation is unnecessary 
in the immediate postoperative period. Excessive car- 
bon dioxide levels are often already present, especially 
in the patient with respiratory disease. Addition of 
further carbon dioxide may make matters worse. 

Management in the Ward.—After the immediate 
postoperative period has passed and the patient has 
returned to the ward, the respiratory cripple still has 
many dangers to overcome. Prophylactic administra- 
tion of antibiotics is often indicated in these patients. 
Repeated, thorough physical examinations of the chest 
should be performed, including x-rays when necessary. 
Patchy areas of atelectasis should be treated by forced 
coughing and hyperventilation, by frequent changes of 
position and by early ambulation. Larger areas of 
atelectasis are an indication for immediate broncho- 
scopy. Because of their action as respiratory depres- 
sants, analgesics should be used sparingly and only for 
the relief of pain, not as sedatives. After certain types 
of surgery, nerve blocks may be effective in relieving 
pain, thus avoiding the use of analgesics. If such 
blocks are utilized, they must be performed at frequent 
intervals with relatively short-acting local anesthetics 
of known safety. At the present time no safe local 
anesthetics are available that will provide anesthesia 
for more than a matter of hours. 

The performance of a tracheotomy at the conclusion 
of surgery may add greatly to the safe postoperative 
recovery of selected patients with pulmonary disease. 
When the patient is unable to raise his own secretions 
either because they are so profuse or because he is so 
weak, a prophylactic tracheotomy may prove lifesav- 
ing. This procedure will also decrease respiratory dead 
space by as much as one-third or even one-half of its 
normal 150 cc. Reducing dead space by 50 cc. in an 
emphysematous patient with a fixed tidal volume of 300 
ce. will increase the amount of inspired air available for 
alveolar ventilation by about 30%. As important as the 
decision to do a tracheotomy, however, is the quality 
of care devoted to the tracheotomy after it has been 
performed. Suction through a tracheotomy must be 
done aseptically, gently, and rapidly. If suction is not 
correctly performed, hypoxia ensues, tissues are trau- 
matized, and secretions increased.'*® Special equipment 
is necessary to deliver high concentrations of humidi- 
fied oxygen to a tracheotomy. Insertion of a nasal 
catheter through the tracheotomy tube is to be con- 
demned. Routine tracheotomy care is not to be dele- 
gated to the routinely trained. It requires special 
instruction and meticulous attention. 


Summary 


Safe anesthesia for patients with respiratory disease 
depends upon careful evaluation of each individual 
case. The management will vary according to the type 
and severity of the pulmonary pathology, the site and 
nature of the proposed surgery, the pharmacological 
effects of the anesthetic agent, and the skill of the 
person administering the anesthetic. 
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IMMUNIZATION OF INFANTS 


WITH LIVING ATTENUATED 


POLIOMYELITIS VIRUS 


LABORATORY INVESTIGATIONS OF ALIMENTARY INFECTION AND ANTIBODY RESPONSE IN INFANTS UNDER SIX 
MONTHS OF AGE WITH CONGENITALLY ACQUIRED ANTIBODIES 


Hilary Koprowski, M.D., Thomas W. Norton, Pearl River, N. Y., Klaus Hummeler, M.D. 
Joseph Stokes Jr., M.D., Philadelphia, Andrew D. Hunt Jr., Flemington, N. J., Agnes Flack, M.D., Clinton, N. J. 


George A. Jervis, M.D., Thiells, N. Y. 


In the course of studies conducted during the past 
six years, approximately 500 individuals have received 
by the oral route the SM (type 1) and TN (type 2) 
attenuated strains of poliomyelitis virus. The largest 
group of recipients comprised children from 3 to 12 
years of age who had no demonstrable antibodies to 
the type of virus being administered. In one instance, 
the TN strain was given to a 3-month-old baby who 
showed the presence of type 2 antibodies probably 
acquired from her mother. (No blood sample was ob- 
tained from this mother for antibody determinations. ) 
This infant became an intestinal carrier after the oral 
administration of the virus and developed a high titer 
of neutralizing antibodies 28 days after the feeding 
of virus. Thus, here was an example that congenital 
passive immunity did not interfere with multiplication 
of the virus in the alimentary tract or with the subse- 
quent development of active immunity. Further studies 
undertaken along similar lines indicated that immune 
serum globulin (human) administered simultaneously 
with the attenuated viruses (types 1 and 2) did not 
prevent intestinal carriage of virus or have any delete- 
rious effect on the antibody response.” These findings 
led to the present trial with infants under 6 months of 
age, most of whom had circulating antibodies derived 
from their mothers against the type of virus being fed. 
Clinical data have been presented elsewhere.” 


From the Viral and Rickettsial Section, Research Division, Lederle Lab- 
oratories, American Cyanamid Company (Dr. Koprowski and Mr. 
Norton); School of Medicine, University of Pennsylvania, and Children’s 
Hospital (Drs. Hummeler and Stokes); Hunterdon County Medical Center 
(Dr. Hunt); Medical Department, Clinton Farms (Dr. Flack); and Re- 
search Department, New York State Department of Mental Hygiene, Letch- 
worth Village (Dr. Jervis). 


* Two types of living attenuated poliomyelitis virus 
were administered by mouth to 24 bottle-fed infants 
by adding the virus preparations to the formula. 
Sixteen received the SM strain (representing type 1), 
two received the TN strain (type 2), and six received 
both strains at different times. Ingestion of SM was 
followed promptly by an asymptomatic alimentary 
infection, demonstrated by isolating the virus from 
the feces. Repeated doses were necessary to estab- 
lish the carrier state in three of these infants. In- 
gestion of TN by two infants was followed similarly 
by the isolation of type 2 virus from the feces. All 
infants developed active immunity after the inap- 
parent alimentary infection. It was found safe to 
administer the virus to infants less than a month old. 
Two infants who had not received the virus were 
placed in cribs between those of other infants carry- 
ing SM but did not contract the infection. The 
presence of homotypic antibodies congenitally ac- 
quired from the mother did not prevent an active 
response in infants who received an adequate 
amount of virus. 


Material and Methods 


Strains of Virus.—The history and properties of the 
TN (type 2) and SM (type 1) strains have been de- 
scribed fully in extensive reports published elsewhere * 
and will not be repeated here. 

Administration of Virus.—SM_ virus-infected tissue 
culture fluid, either undiluted or as a 1:100 dilution in 
saline solution, was mixed in equal parts with glycerin. 
The TN virus, in the form of a 20% suspension of 
mouse brain and cord, was also mixed with glycerin 
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in equal proportions. Both preparations were stored 
in a dropper bottle at 4 C. Thirty drops of the TN 
or 3 to 9 drops of the SM preparation were meas- 
ured into 4 ml. of formula. The concentration of 
virus in the mixture was determined in T. C. D. 50 
(tissue culture doses) of SM or in P. D.50 (mouse 
paralytic doses) of TN.’ The infants were all bottle- 
fed and were given the virus-formula mixture just 
before a regular feeding. 

Choice of Infants.—After parental consent was ob- 
tained for the studies, neutralization tests were run 
on serum samples from both the infants and the moth- 


ers to determine the presence of antibodies against 


types 1, 2, and 3 poliomyelitis virus. Tests were usually 
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between cribs. Each infant was examined by a pedia- 
trician before receiving virus and was under continu- 
ous medical supervision. 

Laboratory Studies.—The technique used in isolating 
virus from stools has been previously described.? The 
pH color test * was employed for the determination 
of neutralizing antibodies in blood drawn before and 
after the administration of virus. 


Results 


Administration of Type 1 Virus.—Ten infants 1 to 4 
months old comprised the first group fed the SM virus. 
From eight of these, as indicated in table 1 (the ex- 
ceptions were infants no. 13 and 5), two blood samples 


TaBLE 1.—Administration of Type 1 (SM) Virus to Infants at the Age of One to Four Months 


Antibodies Before Virus Administration 


Virus Administration Antibodies After Virus Administration 
— = 


Mother Infant Alimentary Days 
Infant -— ~ Infant’s Amount Infection, After 
No. Type 1 Type 2 Age, Days Type 1 Type 2 Type 3 Age, Days T.C.D.s50* Days Virus Type 1 Type 2 Type 3 
15t E: 4 1: 178 At birth <1: 2 1: 91 1: 16 42 1: 362 
119 <i: 2 1:1,024 119 4.1 3-70 71 1:1,449 1:1,024 1: 4 
7 2: @& <2: 2 24 1: 16 <1 2 1: 44 27 1: 178 
87 is 6 87 5.1 1-74 44 1:1,024 | 1:16 
i: 1:1,024 58 1: 64 1: 64 66 712 
1: 64 & 84 4.7 1-56 84 1:1,024 <1: 8 
4 : #8 1: 64 50 1: 64 1 64 2 a 59 1: 362 1: 64 
83 1: 44 i: 83 3.5 3-62 77 1:1,024 
10 1: 64 : = 22 1: 64 I 16 1: 16 42 1: 256 
68 1: 16 68 2.8 1-70 71 1: 712 1 6 <i: $ 
3 1: 362 1:1,024 34 1: 64 x @& 1: 64 59 1; 7is 1 16 
67 1: 64 1: 64 67 5.1 8-55 77 1:1,024 i: 6 
13 1 44 = 51 1: 16 1: 16 “: $3 51 5.1 1-99 44 1: 256 1 6 
5 1 64 1: 64 49 1: 23 1: 256 i: 49 3.7 3-80 27 1: 256 
77 1:1,024 1 23 1:4 
8 1:1,024 1: 91 At birth 3:72 : 1:178 27 1: 362 1 16 1:16 
42 1:362 2. = 42 2.8 1-74 55 1:1,024 1 16 <i: 6 
1 1 ll 1: 16 9 4 1: 16 34 1 64 
35 1: 16 1: 16 35 3.5 1-108 87 8 8 


* T.C.D.s0=tissue culture dosesso, expressed as logs to the base of 10. 
+t Administration of type 2 virus preceded type 1 (see table 7). 


TaBLe 2.—Administration of Type 1 (SM) Virus to Infants at the Age of 86 to 175 Days 


Antibodies Before Virus Administration 


Virus Administration Antibodies After Virus Administration 
= 


— 


Alimentary Days 


Mother Infant 
Infant — Infant’s Amount Infection, After 

No. Type 1 Type 2 Age, Days Type 1 Type 2 Type 3 Age, Days T.C.D.s0* Days Virus Type 1 Type 2 Type 3 

14t 3. 1:256 17 ga: 8 1: 256 1:256 175 4.8 2-55 9 1:256 1:16 
147 3 = 31 1:362 1:11 

16 1:178 <_:.3 At birth 1:256 <3: 2 1: 64 117 4.8 2-58 9 1: 
93 1: 16 <:  % 31 1:256 1:16 1:4 

18 NT NT ll 1:256 1:1,024 1: 64 86 5.5 2-72, 
86 1: 23 1: 256 37 1:178 1:256 1:4 


* T.C.D.so=tissue culture dosesso, expressed as logs to the base of 10. 
+ Fed type 2 (TN) virus at the age of 115 days (see table 7). 
t NT=not tested. 


performed on a sample of cord blood obtained at 
birth, at which time blood was also secured from the 
mother. In some cases, the infant’s antibodies were 
measured again just before virus ingestion. Infants 
with antibodies against either type 1 or type 2 were 
fed the homotypic virus, but an attempt was made to 
have as large a group as possible receive type 1 virus. 
On occasion, infants who had antibodies against both 
types were fed the two viruses (see below). 

After the administration of virus, infants were iso- 
lated in a small wing of the hospital and access to this 
area was restricted to required personnel. Everything 
taken from the contaminated areas was disinfected 
either by autoclaving or by chemical means. No special 
precautions were taken by the nurses to avoid contact 


were secured, the first at the time of withdrawing blood 
from the mother and the second just before virus feed- 
ing. As is apparent from the data in table 1, the 
serums of infants in general had the same type of 
antibodies as the serums of their mothers, but the 
concentrations were usually slightly lower. During 
the interval between the first and second bleeding, a 
small decrease in antibody titer was sometimes ob- 
served. The increase in antibody titers against type 2 
in the blood of infants no. 2 and 4 before the ad- 
ministration of type 1 virus may be a reflection of 
experimental error in the neutralization test rather 
than an actual rise. 

The administration of the SM strain to infant no. 15 
was his second feeding with a virus. At the age of 73 
days, he had been fed the TN virus (table 7) and 


Vy 
G 
4 
- 
i 
+ 
- 
+ 
t = 
F + 
j 
+ 
N 
+ 
+ 
‘ 


Vol. 162, No. 14 


had responded with a high titer of type 2 antibodies. 
Although a very low level of type 1 antibodies was 
observed in the maternal blood (table 1), no anti- 
bodies were detected in the infant’s serum, either at 
birth or at the age of 119 days, when he received 
10** T. C. D. 50 of SM virus. This feeding was followed 
promptly by alimentary infection with type 1 virus 
lasting from the 3rd to the 70th days and by a marked 
rise in type 1 antibodies, as determined on the 42nd 
and 71st days after virus administration. There was no 
change in the already high level of antibodies against 
ype 2 virus, but there was a decline in the level of 
type 3 antibodies. 

The other nine infants (table 1) had not previously 
been fed virus, and the amount of SM virus they in- 
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The mother of infant no. 14 had a low (1:6) titer of 
type 1 antibodies, and at the time her baby was fed 
type 1 virus its serum antibody titer was <1:2. The 
same infant had previously received type 2 (TN) 
virus (see table 7), but the type 2 antibody con- 
centration in his blood was rather low (1:16). Nine 
days after ingestion of SM virus, the type 1 antibody 
titer had risen to 1:256, and it was slightly higher 
31 days after virus feeding. The unusually early 
(9th day) homotypic antibody response may have 
been related to the persistence of an antigenic stimulus 
from the administration of the heterotypic TN virus 
28 days before (see table 7). The feeding of SM 
virus to infant no. 16, in addition to producing a 
slight homotypic response on the 9th day and a 


TaBLE 3.—Concentration of Type 1 Virus in Stools of Human Subjects Fed the SM Strain of Poliomyelitis 


T.D.so0 Titer* of Fecal Material Obtained from Subject No. 


Stools Collected —- 


and Pooled, 1 2 3 4 ) 7 s 10 13 15 
Virus MKt Het MK He Mk He MK He MK He MK He MK He Mk He Mk He Mk He 
1-4 1.5 1.7 5.5 >4.7 5.2 4.7 4.2 4.7 4.7 4.7 2.5 neg 3.5 ay 17 e 3.7 3.7 3.5 3.7 
5-8 2.7 4.5 -- - ».7 3.7 3.7 3.7 4.7 4.2 3.7 
9-12 3.7 3.7 2 >4.7 4.5 >4.7 4.7 4.7 4.7 4.7 + 4.7 + 4.5 45 tox, 2.7 2.7 
13-16 ».2 3.7 3.7 3.7 47 >6.7 5.2 3.7 4.7 >4.7 4.5 3.7 3.8 3.7 2.7 1.7 mi) 4.7 4.2 J 
17-20 4.5 >8.7 3.5 3.7 4.2 3.7 4.7 2.7 4.5 2.7 + a 2.2 17 45 3.7 7 
21-24 4.7 2.7 4.2 2.7 1.7 pe 3.2 37 3.2 3.7 4.2 3.7 3.7 2.7 3.7 » by | 4.5 3.7 3.7 
25-28 4.2 27 27 3.7 1.7 3.7 2.5 1.7 2.5 2.7 - 3.7 3.7 3.7 1.2 $.5 3.7 1.7 
29-32 3.5 » 2.5 3.7 3.7 1.2 17 1.5 0.7 2.5 
33-36 4.0 3.7 1.7 2.2 0.7 <1.0 <0.7 2.5 1.7 2.7 2.7 neg 29 3.2 2.5 1.7 1.7 
37-40 3.7 OF we. G7 3.5 1.7 17 <1.0 1.7 2.7 17 
41-45 4.2 3.7 3.5 1.7 3.7 2.7 25 tox. <1.0 0.7 1.5 17 <1.0 1.7 2.5 1.2 er 
45-48 4.5 >4.7 33 toa. 15 0.7 2. tox 1.0 0.7 + 1.7 ~=neg. 1.7 1.2 tox 2.2 
49-52 -- 4.7 tox. 1.7 <10 0.7 22 tox 1.7 tox 1.7 1.7 1.2 1.7 1.5 2.3 1.7 1.7 
53-56 4.2 4.7 tox. 1.7 10 tox 15 tox. tox. tox 1.2 17 neg. neg. 2.7 15 17 2.5 
97-60 neg. tox. neg. neg neg. 0.7 neg. neg. 3.5 2.2 
61-64 2.7 >4.7 neg. tox. neg. neg. <1.0 neg tox. tex. neg. 3.0 2.7 3 7 3.7 17 
65-68 = 3.7 neg. tox. neg. neg. neg. neg tox. tox 15 - z 7 . 
69-72 3.5 3.7 neg. neg. neg. neg. tox neg neg. ¥ 1.7 
73-76 2.7 neg 0.7 2.3 <10 neg 15 nex 
77-80 2.5 2.7 17 neg neg. ney neg. neg 
81-84 2.7 2.7 neg neg. 15 
85-88 3.5 3.7 neg neg 2.5 
89-92 neg 1.7 + 
93-96 neg 0.7 1.0 
97-100 <1.0 7 <1.0 
101-104 3.0 17 neg. 
105-108 neg 1.7 neg. 
109-112 neg. neg. neg 
113-116 — neg. 
117-120 neg. 
*+ = non-titrated virus; — = no sample; tox. = toxie: neg, — negative. 
+ MK = monkey kidney. 
t He = HeLa. 


gested varied from 10 ?* to 10°" T. C. D. 59. Alimentary 
infection followed each feeding, and the virus was 
excreted for periods ranging from 55 days (infant no. 3) 
to 108 days (infant no. 1). A significant rise in homo- 
typic antibody levels was observed in all cases, early 
in certain infants (as in no. 5) and later in others 
(as in no. 8). 

A comparison of the figures in the last two columns 
with those in the sixth and seventh in table 1 indi- 
cates that there was a decrease in type 2 (except for 
infant no. 8) and in type 3 antibody titers during the 
44 to 87 days after the feeding with the heterotypic 
SM virus. The difference in the case of type 3 antibody 
titers was greater and the decline more pronounced. 

Table 2 summarizes results obtained with infants 
who were 175, 117, and 86 days old when given 10**, 
10**, and 10** T. C. D. so, respectively, of SM virus. 


pronounced response on the 3lst day, also seemed to 
stimulate a heterotypic antibody response to type 2, 
as evidenced by the increase in titer from <1:2 before 
the administration of virus to 1:16 on the 31st day 
after virus was ingested. The same phenomenon was 
not observed with respect to antibodies against type 3 
virus, which decreased, in the course of 31 days, in a 
pattern similar to that shown in table 1. During the 
37. days after the administration of type 1 virus to 
infant no. 18, the homotypic antibody titer rose and 
the type 2 antibody level remained unchanged (1:256), 
while antibodies against type 3 virus declined from 
1:64 to 1:4. 

The duration of fecal virus excretion did not seem 
to be influenced by the actual level of homotypic 
antibodies at the time the virus was administered, 
which ranged from <1:2 (infants 14 and 15, tables 
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ie TABLE 4.—Administration of Type 1 (SM) Virus to Infants Less than One Month Old 


: Antibodies Before Virus Administration Virus Administration 
A— A Antibodies After Virus Administration 
“ng Mother Infant (At Birth) Alimentary -— A ~ 
Infant ——— —— A Infants’ Amount Infection, Days 
on No. Type 1 Type 2 Type 1 Type 2 Type 8 Age, Days T.C.D.s0* Days After Virus Type 1 Type 2 Type 3 
1:712 1: 362 1:1,024 1:1, 024 1:64 27 3.8 5-12 37 1:256 1:712 1:16 
52 1:178 1:256 1:4 
oF 65 1:256 1: 91 
a 17 1: 64 1:1,024 1: 64 1:1,024 1:16 22 5.5 2-34 37 1; 91 1:256 1:4 
se 41-48 67 1:362 1:178 1: 4 
as 21 1:256 1: 362 3: 7ee 1:1,024 1:64 20 3.8 2-2 37 1:178 1:256 1:16 
1:362 1:256 1:23 
Fs 23 1: 64 1 64 1 23 1; 256 1:64 15 4.8 2-23 31 1:256 1: 23 1:11 
a 52 1:712 1: 16 1:11 
24 1:256 1; 362 1: 236 1; 256 1:64 11 4.8 2-23 31 1:178 1: 44 1: 4 
52 1:256 1: 16 
25 1: 91 <i 8 1: 64 <i 2 2 4 10 4.8 2-93 31 1: 64 1: 4 <3; 3 
32 1:256 1: 4 
: * T.C.D.s0 = tissue culture dosesso, expressed as logs to the base of 10. 
2 1 and 2) to as high as 1:362 (infant 8, table 1). The With the exception of infant no. 25, the duration of 
s concentration of type 1 virus in fecal material was alimentary infection with SM virus in this group was 
% determined by the titration of stool specimens in tissue shorter than in the older group (tables 1 and 2). Wheth- 
= culture. The results are given in table 3 for the infants er this observation may be related to the high level of 
‘ reported in table 1. In order to evaluate results proper- maternal antibodies in infants no. 21, 22, and 24 is 
af ly, determinations of virus content were carried out difficult to state. It should be noted that infant no. 8 
independently in two laboratories in different cities. (table 1) excreted SM virus for 74 days, although the 
ps Tissue cultures of monkey renal epithelium were used homotypic antibody titer before feeding was 1:362, 
Ig in one, and HeLa cells in the other. Comparison of i. e., slightly higher than that of infant no. 24. 
SY values yielded by the two methods, of virus titration There also seemed to be some relationship between 
32 indicated close agreement. The highest concentration the immunologic activation of the antibody system by | 
of virus in stools was found within the first 16 days the ingested virus and the level of antibodies acquired 
after feeding, confirming observations made previously from the mother. An unequivocal rise in type 1 anti- 
with older children.’ After the initial 16 days, the con- body titers was noted after virus feeding in the 
centrations of fecal virus seemed to decrease; how- blood samples of infants no. 17, 23, and 25, whose ini- 
ever, the duration and intensity of alimentary infection tial antibody levels were not very high. In the re- 


varied from subject to subject, with the duration maining three infants of this group, who had high 
ranging from 55 days (infant no. 3) to 108 days titers of type 1 antibodies at birth, response was de- 


k | (infant no. 1). layed in comparison with other infants. For instance, 
: Administration of Type 1 Virus to Infants Less the titer of type 1 antibody of infant no. 22 fell from 
i than One Month Old.—Because the results obtained 1:1,024 at birth to 1:256 37 days after virus ingestion. 
; in the trials described above were encouraging, the On the 52nd and 65th days after feeding, almost the 
iS “age limit” of candidates for virus ingestion was low- same levels of antibody persisted. At the same time, 


ered to less than one month. Six infants 10 to 27 days the heterotypic antibody titers against types 2 and 3 
old were given the SM strain in oral doses ranging declined. The fall of type 1 antibodies observed in 
from 10°* to 10°° T. C. D. 50 (table 4). The levels of blood drawn from infant no. 21 on the 37th day after 


; homotypic and heterotypic antibodies before virus virus administration was offset by a rise on the 52nd 
ai administration were somewhat higher than those in day. Finally, there was no difference in type 1 anti- 
: older infants (tables 1 and 2). Also, curiously enough, body titers between specimens obtained before and 
“ the titers of antibodies against types 1 and 2 in the after the administration of virus to infant no. 24, while 
a cord blood of infants no. 22 and 21 were slightly heterotypic antibody titers against types 2 and 3 fell. 
higher than in the blood of their respective mothers. Since, in the past, an adequate immunologic re- 
However, these differences may again reflect experi- sponse has always followed the establishment of ali- 
mental errors in the neutralization tests. mentary infection with SM virus, there is no indication 


TaBLe 5.—Repeated Administration of Type 1 (SM) Virus 
to Three Infants Who Failed to Develop Antibodies After First Administration of Virus 


Antibioties Before Virus Administration Antibodies After 
Virus Administration Virus Administration 
Infant Days After Days 
No. Type 1 Type 2 Age, Days Type 1 Type2 Type 3 Feeding Age, ist Admin- Amt. Excretion After 
No. Days istration T.C.D.50* Days Virus Typel Type2 Type 3 
y 1:178 712) At birth 1:256-1:1,024 1:64 1 24 2.8 None 44 1: 16 1:256 1:4 
70 46 2.8 None 42 1: 16 1: 91 
: : 3 112 88 4.3 1-32 57 1:256 1: 44 1:4 | 
: + 11 1:256 1: 64 At birth 1:712 1: 16 1:16 1 26 om 2.8 None 44 1: 44 1:4 
: i 2 68 42 4.1 8-24 42 1:256 1: 4 1:4 
12 1: 1:4,096 96 <=: 1 106 <2.3 None 44 
2 152 46 4.1 3-35 42 1:362 
* T.C.D.so=tissue culture dosesso, expressed as logs to the base of 10. 
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at present that infants less than one month old form 
an exception. The evidence of response may be slight- 
ly delayed in the youngest age group, particularly in 
cases where the level of congenitally acquired anti- 
bodies is very high. 

Repeated Administration of Type 1 Virus—Admin- 
istration of 10** T. C. D. 55 of SM virus to two infants 
who were 24 and 26 days old was not followed either 
by evidence of alimentary infection or by a rise in 
homotypic antibodies (no. 9 and 11, table 5). In addi- 
tion, another infant 106 days old (no. 12) failed to 
become a carrier, and there was no rise in the level of 
type 1 antibodies after the administration of one drop 
of SM virus in 4 ml. of formula. The concentration of 
virus in the mixture was lower than the equivalent of 
10?* T. C. D. 50. 

To determine whether immunization failure was 
directly related to the small amount of virus in the 
ingesta, these three infants were given another virus 
feeding (table 5). This time no. 11 and 12 received 
10** T. C. D.s50 of virus, whereas the dose for no. 9 
was kept low (10?* T. C. D. 50). Subjects no. 11 and 
12 promptly became intestinal carriers, and a marked 
rise in circulating type 1 antibodies followed. Infant 
no. 9 again failed to become an alimentary carrier, 
and his level of type 1 antibodies remained unchanged 
for 42 days. Finally, after a third feeding consisting 
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Fig. 1.—Increase of homologous antibodies after feeding type 1 with no 
simultaneous increase of type 3 antibodies. Numbers in circles, number of 
subject with antibodies against type 1; numbers in squares, number of 
subject with antibodies against type 3. Ages in months of infants at date 
of feeding were 1 (no. 8), 2 (no. 10 and 11), 2% (no. 7), 3% (no. 9), 
and 5 (no. 12). 


of 10** T. C. D. 50 of virus, both alimentary infection 
and a rise in homotypic antibodies were achieved. 

Although these data are of meager statistical value, 
neither the age of the infants nor antibody status at 
the time of virus administration appeared to be re- 
sponsible for the three “immunization failures.” The 
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roles of the relatively small amount of virus ingested 
and of some other possibly preexisting factor that 
may have prevented the virus from reaching a multi- 
plication site in the intestinal tract may have to be 
considered (see Comment, below ). 
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Fig. 2.—Increase of homologous antibodies after feeding type 1 with 
simultaneous decrease of type 2 antibodies. Numbers in circles, number of 
subject with antibodies to type 1; numbers in hexagons, number of subject 
with antibodies to type 2. Ages in months of infants at date of feeding were 
1 (no. 8), 2 (no. 10, 11, and 18), 3% (no. 9), and 5 (no. 12). 


Fate of Homotypic and Heterotypic Antibodies.— 
The antibody titers in the serums of seven infants who 
received the type 1 virus are presented diagrammati- 
cally in figure 1 (infants no. 7-12) and figure 2 (infants 
no. 8-13). The clinical histories of these infants have 
been summarized in the preceding section of this re- 
port. 
Figure 1 shows that after the administration of SM 
virus there was a marked rise in homotypic antibody 
titers. The rise was least significant in infant no. 8, 
whose serum showed a high level of congenital anti- 
bodies before the administration of virus. Within the 
observation period (42-71 days) antibodies against 
type 3 virus declined or remained the same. 

Data on type 2 antibodies are presented in figure 2. 
In this case, the rise in homotypic antibody level was 
not accompanied by as marked a drop in type 2 as in 
type 3 antibody titers (see fig. 1). The serum anti- 
body titer of infant no. 10 against type 2 virus fell to 
zero, while the decreases in the remaining serums 
were not of the same magnitude. 

Lack of Contagiousness of SM Virus.—In clinical 
trials described elsewhere,’ transmission of fecal SM 
virus occurred in very few cases and only after a 
rather initimate contact between “donors” and “re- 
cipients.” The same question was investigated on a 
smaller scale under the conditions of the present study. 
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Seven of the infants whose clinical histories appear 
in either table 1 or 5 were placed in the same nursery 
with babies no. 10 and 14, who were 22 and 26 days 
old respectively. Both type 1 and type 2 antibodies 
were present in the blood of no. 10, but no. 14 had 
antibodies to type 2 and none to type 1. As seen in 


TaBLe 6.—Absence of Transmission of Infection to Infants Kept 
in Same Room with Those Fed Type 1 (SM) Virus 


Date 
Type 1 Released 
Anti- Date Amount Alimen- from ‘Type 1 
bodies Placed in of Virus tary Obser- Anti- 
Infant Before Nursery, Fed _ Infection, vation, bodies at 
Group No. Virus 1956 T.C.D.s0* Days 1956 Release 
7 nS 1/16 53 1-74 4/23 1:1,024 
18 1: 16 1/16 5.1 1-99 5/11 1:1,024 
s 1:362 1/16 2.8 1-74 4/23 1:1,024 
Donors 11 1: 44 3/ 2 4.1 3-24 4/23 1: 256 
4 es; 2 3/ 2 4.1 3-35 4/23 1: 362 
15 a 3/ 2 4.1 3-70 5/20 1:1,449 
9 1: 16 4/9 4.3 1-32 6/ 4 1: 256 
Ww 1: 91 1/16 None None 3/ 2 
Contacts 
3 1/16 None None 5/16 2 


* T.C.D.so=tissue culture dosesse, expressed as logs to the base of 10. 


table 6, the donor group received type 1 virus in 
different dosages. All became intestinal carriers for 
various periods, in some cases for as long as 70 to 
99 days. 

The nursery was 24 ft. long by 14 ft. wide. The cribs 
of the two contacts were kept between cribs of donors, 
and the nursing personnel did not know which infants 
had received virus. The nurses moved from crib to 
crib in routine care of the babies. One of the contacts 
(no. 10) was kept in the nursery for one and one-half 
months (table 6), during which time donor infants 
no. 7, 13, and 8 were excreting type 1 virus frequently 
and in quite high concentration (see table 3). The 
other infant, no. 14, was kept in contact for four 
months. Although stools were tested daily for the 
presence of fecal virus, none was isolated from the 
feces of either no. 10 or no. 14 during the time they 
were exposed to the virus excreted by the seven 
donors. The absence of alimentary infection with type 
1 virus was further confirmed by a decrease of homo- 
typic antibody in the blood of no. 10 and by the fact 
that no type 1 antibody developed in no. 14. Later, 
administration of SM virus to both of these infants 
was followed by alimentary infection and homotypic 
antibody rise (tables 1 and 2). 
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Administration of Type 2 Virus.—_Infants who were 
born of mothers immune to type 2 and who possessed 
type 2 antibodies themselves, as shown in table 7, 
received the type 2 TN strain. One of the infants, no. 15, 
was given 30 drops of glycerinated suspension of 
mouse cord and brain representing 10°° P. D. 50 of 
virus; and the other three, no. 14, 19, and 20, received 
30 drops of a more diluted preparation representing 
only 10°° P. D. 5» of virus. Two of the four infants 
excreted type 2 virus, which was isolated in monkey 
kidney tissue culture. Since the TN strain previously 
had been found to be noncytopathogenic for monkey 
kidney tissue culture,’ this finding was rather unusual 
and possibly may be related to the multiplication of 
the virus in a very young organism. 

A specific rise in type 2 antibodies was observed in 
the blood of infant no. 15. The same antibody level 
was maintained in the blood of infant no. 20 for 67 
days after virus administration. Type 2 antibody titers 
in the blood of infants no. 14 and 19 on the 37th day 
after virus feeding were either lower than those ob- 
served prior to virus ingestion (no. 19) or at the 


TABLE 8.—Persistence of Homotypic Antibodies After Oral 
Administration of Attenuated Poliomyelitis Viruses to Infants 


Antibodies Before Virus Antibodies After 
Virus Admin- Virus Administration 
Administration tration — 
After Virus 
Infant Type Type Type Age in ———~_——-, Type Type Type 
No. 1 2 3. Type Days Days Mo. 1 2 3 
7 #1: 256 
ai 1: 23 2 153 18 1:1,024 
J 5 <1: 128* 
8:68 1 83 59 1: 38 
7 #1: 256 <1:2 
f 1: 64 2 145 18 1: 64 
J 
1:64 1: G4 1:64 1 67 59 & 
3 7 1:1,024 <1:2 
an i 1: 16 2 125 18 1: 362 
J 5 1:1,024 
) 1:23 1:236 1:16 1 49 77 
1: 44 2 18 1: 64 
J 5 1: 3 
1 1 35 66 1; 256 <1: 8 <1:8 
13 t: Bek 8 1 51 44 6 
f 4 1:1,02 1: 16 <1:2 


* Serum sample insufficient for repetition of the test. 


same level (no. 14) and remained relatively constant, 
as shown by tests 59 and 67 days after virus adminis- 
tration. Conversely, there was a marked fall in type 3 
antibody titers in the serums of infants no. 14, 15, 
and 20 during the same period. The heterotypic type 1 
antibody was not found in blood obtained from infants 


TaBLe 7.—Administration of Type 2 (TN) Virus to Infants at Age of Two to Five Months 


Antibodies Before Virus Administration 


Virus Administration 


Mother Infant 
Infant 

No. Type 1 Type 2 Age, Days Typel Type 2 Type 3 
4 1:6 1:256 17 <1:8 1:256 1:256 

143 1: 16 

1:4 1: 78 At birth 1: 94 
73 NT 1: 16 > = 

19 <i:2 1:712 At birth <1:2 1:712 
20 NT NT At birth <1:2 1:362 1: 64 

89 NT 1: 64 


Antibodies After Virus Administration 


Age of — 
Infant, Amount Days 
Days P.D.50* After Virus Type 1 Type 2 Type 3 
147 2.8 37 1:256t 1:16 
59 1:362% >1: 48 
73 5.3 44 3 1:1,024 33.4 
OF 2.8 37 a 1: 64 <as 3 
67 <i. 1: 64 
2.8 37 a & 1: 256 1: 6 
67 a | 1: 256 1: 4 


* P.D.so=mouse paralytic doses 50, expressed as logs to the base of 10. 
+ 9 days after administration of type 1 (SM) virus (see table 2). 

$31 days after administration of type 1 (8M) virus (see table 2). 

§ Serum used up. 

NT=—not tested. 
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no. 15, 19, and 20. Thus, one may assume that an 
immunologic response to TN virus occurred in infants 
no. 15 and 20 and probably in the other two infants. 
Determination of antibodies after a longer interval 
may dispel any doubts on this point. 

Persistence of Immunity._Serum samples were se- 
cured from five infants seven months and from one 
four months after the administration of type 1 virus 
(table 8). With two exceptions, no. 1 and 13, the 
same subjects also received TN (type 2) virus at the 
ages shown in table 8. 

Data in the last three columns of table 8 indicate 
that feeding of type 1 virus was obviously responsible 
for the persistence of a high level of homotypic anti- 
bodies throughout the four-to-seven-month observation 
period. This is fully substantiated by the fact that dur- 
ing the same interval the type 3 antibody titers (last 
column, table 8) in every case except one dropped to 
<1:2. The point is even more clearily illustrated in 
figure 3, in which the rise in type 1 antibodies of five 
infants is contrasted with the simultaneous decrease or 
lack of increase in heterotypic type 3 antibodies. 

After the administration of TN virus, there was a 
slight rise of type 2 antibody titer in infant no. 4 and 
a considerable rise in infant no. 3, whereas, during 
the five-month observation period, type 2 antibodies 
declined in the blood of infants no. 5. After an initial 
drop, there was a slight increase in the levels of 
type 2 antibodies in infants no. 1 and 13, who had 
received type 1 virus alone seven and four months 
previously. This may represent a remnant of hetero- 
typic response to the type 1 feeding (see table 1), or 
it may indicate possible exposure to type 2 virus. 
However, no attempt was made to isolate fecal virus 
after the excretion of type 1 virus ceased, and no 
definite statement can be made. Clinical follow-up of 
these infants revealed normal development. 


Comment 


The results obtained in this study have shown that a 
single administration by the oral route of attenuated 
poliomyelitis virus to infants less than 6 months old 
will elicit alimentary infection and will activate an 
immunologic response, irrespective of the presence 
of passively transferred serum antibodies to the virus 
fed. Virus was fed to 24 infants; 16 received the SM 
(type 1) virus alone, 2 received the TN (type 2) 
virus, and 6 received both viruses administered weeks 
or months apart. Careful pediatric and nursing care 
of the infants failed to reveal objective signs of any 
ill-effects attributable to the ingestion of poliomyelitis 
virus. All of the infants who received the viruses at 
different ages showed gain in weight comparable to 
infants who were not fed virus. 

Ingestion of type 1 virus was followed by prompt 
establishment of alimentary infection. That tissues of 
an infant 10 days old are able to support growth of 
poliomyelitis virus is not surprising per se, since 
cases of poliomyelitis infection with virulent virus 
have been described in infants shortly after birth 
after possible intrauterine infection.® A number of 
cases of poliomyelitis in infants less than a year old 
have also been reported in medical literature.” 
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Intestinal mucosa of children 6 to 15 years old 
previously has been found to be susceptible to direct 
infection with two plaque-forming particles of SM 
virus administered in a capsule.* This method of virus 
administration could not be applied in the present 
study, and virus feeding in liquid form was substitut- 
ed. The results, though few in number, suggest that 
the inoculum had to exceed considerably two plaque- 
forming particles of virus in order to induce uniform 
alimentary infection in infants less than one month old. 
Although the number of infants fed virus at that age 
was too small to permit definite conclusions, SM virus 
in concentrations in excess of 10 ~*° T. C. D. 5» seemed 
to prove uniformly infectious and immunogenic. 

The seemingly higher resistance of younger infants 
may depend upon two factors. One could be related 
to a specific difference in cell physiology during the 
first month of life. Thus, in a baby 30 days old or less, 
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Fig. 3.—Increase of homologous antibodies after feeding type 1 with no 
simultaneous increase of type 3 antibodies. Numbers in circles, number of 
subject with antibodies to type 1; numbers in squares, number of subject 
with antibodies to type 3. Ages in months of infants at date of feeding 
were 1 (no. 1), 2 (no. 3 and 5), and 3 (no. 2 and 4). 


the virus-cell relationship may not be the same as 
that in older infants and children and may adversely 
affect the rate of multiplication of the virus, viz., 
infant no. 22 (table 4), who excreted the virus only 
between the 5th and 12th days after feeding. A direct 
relationship between age and susceptibility to polio- 
myelitis infection has been observed in laboratory 
animals,* and the relative infrequency of poliomyelitis 
infections among young infants has been noted.’ 
The second factor to be considered is the amount 
of congenitally acquired homotypic antibodies. The 
concentration of these was higher in infants at the 
age of 30 days than in older infants and children or 
after administration of immune serum globulin.’ 
However, in studies on passive-active immunization of 
primates, Bodian® observed that the presence of 
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passive antibodies, even at high levels, did not inter- 
fere with the establishment and course of ailmentary 
infection with poliomyelitis virus but did prevent 
viremia and invasion of the central nervous system. 
In the present study, no. 22 was the only infant who 
had a titer of passive antibodies to type 1 as high as 
1:1,000, which may be related to the short duration of 
SM virus excretion in his case. 

Serum antibody titers of the two infants (no. 9 
and 11, table 5) who failed to develop alimentary 
infections after the first administration of a small 
amount of virus or of those who showed a slightly 
delayed rise in antibodies after virus administration 
were also high in comparison with those of the re- 
maining subjects (table 1) of the same series. From 
present data, it appears doubtful that in infants less 
than one month old a high titer of passive antibodies 
will consistently prevent alimentary infection with a 
small amount of type 1 virus. Because of the small 
number of subjects in this trial, it was not possible to 
determine what concentration of antibodies might 
influence the duration of alimentary infection. Which- 
ever of the factors—relative lack of susceptible cells 
or high titer of serum antibodies—was in operation, 
feeding of adequate amounts (in excess of 10—*° 
T. C. D. 50) of SM virus resulted in inapparent infec- 
tion and immune responses. 

The administration of type 2 (TN) virus to eight 
infants led to a rise in homotypic antibody titers in 
the blood of five. The response of the remaining three, 
who received 10** mouse P. D. ;, of the virus, will 
have to be evaluated from the results of neutralization 
tests to be performed on blood samples collected in 
the future. The two factors mentioned above (in con- 
nection with the administration of type 1 virus) 
conceivably may play a role in this case also, and 
perhaps feeding larger amounts of virus will yield 
more uniform results. 

Changes in type 2 neutralizing antibody levels such 
as occurred in subjects who were infected with type 1 
virus have been reported before by several investi- 
gators.'® In the present study, among 16 infants who 
received the attenuated type 1 virus, type 2 antibody 
titers increased in five cases and the titer failed to 
decline in two additional cases. The heterotypic rise 
was maintained in the blood of two infants four and 
seven months after administration of type 1 virus 
(table 8). Similar changes did not occur in type 3 
neutralizing antibodies, which were found to decline 
gradually and which reached levels below detection 
in the blood of infants at the age of 7 to 10 months. 
There was also no effect on the development of type 1 
antibodies after administration of type 2 virus to 
three infants who had no preexisting type 1 antibodies. 
Thus, it may be concluded within the limits of these 
data that a response to SM virus feeding may be 
broader than a response solely to the type causing 
alimentary infection. 

With the current trial included, attenuated strains 
of poliomyelitis virus have been given to infants, 
children, adolescents '' and to adults (Sabin '*). As far 
as can be judged, none of the subjects belonging to 
these different age groups showed any ill-effects that 
could be attributed to the ingestion of live virus. 


J.A.M.A., December 1, 1956 


For a more extensive clinical trial, the youngest age 
group is the most desirable, since it represents a rela- 
tively immobile population in which the possibility of 
transmission of the virus from one subject to another 
is more remote (see table 6). The presence of passive 
immunity will not prevent an active response if an 
adequate amount of virus is administered, and “blend- 
ing” of the two types of immunity may circumvent 
the danger of exposure to virulent virus at an age 
when congenitally acquired antibodies tend to di- 
minish or disappear. Follow-up studies over a much 
longer period of time’ may indicate or give substance 
to the hope that the level of homotypic antibodies 
induced by the ingestion of virus in the first year of 
life may confer permanent protection. 


Summary 


Living attenuated poliomyelitis virus was adminis- 
tered by the oral route to 24 infants. Sixteen received 
SM (type 1) virus alone, two the TN (type 2), and 
six both viruses at different times. All the infants were 
under 6 months old; the ages of six were between 10 
and 27 days. Most of them had antibodies acquired 
from their mothers to the virus fed. All infants de- 
veloped active immunity after inapparent alimentary 
infection. High levels of homotypic antibodies caused 
by the feeding of virus were maintained during an 
observation period of seven months. 


Box 149, N. Middletown Rd. (Dr. Koprowski). 
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FETAL MORTALITY IN CESAREAN SECTION 
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and 
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A striking and continued reduction has occurred in 
maternal morbidity and mortality after cesarean sec- 
tion, as a result of medical advances in the past two 
decades; however, fetal salvage has not improved en- 
couragingly. With increasing safety for the mother, 
popularization of cesarean section logically followed. 
Nevertheless, when it became apparent that operative 
delivery from above did not necessarily insure the 
survival of a healthy infant, a more conservative atti- 
tude developed with regard to indications for and 
timing of cesarean section. 

The obstetrician need not be reminded of his obli- 
gation to both mother and infant for sate delivery. 
The obvious risks of prematurity must be accepted, 
however, when an urgent maternal indication for 
cesarean section is present. Yet, in cases where hasty 
elective surgery is performed for borderline dispro- 
portion or when repeat section is done too early, the 
supposed term child is occasionally immature and fre- 
quently dies. As a consequence, the fate of the infant 
after cesarean section is of timely and vital impor- 
tance. We have, therefore, reviewed the experience 
with cesarean section at the University of California 
Medical Center, San Francisco, for the past 48 years, 
with special consideration of the period 1940-1955, 
inclusive, in an attempt to answer the question, “Does 
cesarean section insure the delivery of a normal, living 
child who will survive?” 

For purposes of review and comparison, the un- 
corrected fetal mortality in a number of large pub- 
lished series is summarized in table 1. The high 
figures are quite startling. The notable factors in this 
series are the high incidence of premature infants and 
the mortality associated with the obstetric pathology 
that necessitated the section, as opposed to the in- 
creased hazard of abdominal delivery. Correction for 
these two elements would make a comparison of fetal 
mortality after vaginal delivery more meaningful, but 
we must look to the statistics in elective sections to 
supply these answers. Wolff and Roter,' reporting on 
162 elective sections where a previous cesarean was 
the indication, indicated a mortality of 3 (1.85%) and 
morbidity of 17 (10.4%). 

Cesarean sections performed on clinic and private 
patients at the University of California Medical Cen- 
ter in San Francisco for the past 48 years have been 
reviewed (fig. 1). Our experience with respect to ma- 
ternal morbidity and mortality essentially parallels 
that of other centers. This was reported in part pre- 
viously by Arnot’ and King.* The introduction of 
antibiotics, improved methods of anesthesia, and ob- 
stetric advances have almost eliminated maternal 
mortality (one maternal death since 1938—a pregnancy 
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e The gross fetal mortality associated with cesarean 
sections ranged from 4.5 to 15.6% in 13 institu- 
tions. The causes of death and indications for 
sections have been reviewed in detail for the last 
16 years, covering 569 sections, at University of 
California Medical Center. The maternal mortality 
has been reduced by such factors as briefer trials 
of labor, blood transfusion, and new surgical tech- 
niques, but the fetal mortality has not shown corre- 
sponding improvement. Erythroblastosis, congenital 
anomalies, and atelectasis with its complications 
accounted for many deaths occurring within an hour 
after birth. Premoaturity, however, is the largest 
single contributing factor to the high mortality rate. 
An accurate appraisal of arrival at term is im- 
portant in order that a premature infant will not be 
delivered by ineptly timed and purely elective 
section. 


complicated by disseminated lupus erythematosus) 
and have materially reduced maternal morbidity. A 
striking contrast between maternal and fetal mortal- 
ity, however, is shown in figure 2. As the number of 
deliveries and cesarean sections has increased, the 
absolute number of deaths in infants has steadily 
climbed. These data are expressed in terms of per- 
centage of infant mortality, and figure 3 clearly indi- 
cates that (1) infant mortality in cesarean section has 
shown little improvement over the years and (2) the 
mortality is still an appreciable and serious one. It 
would appear, therefore, that the risk of cesarean 
section is still considerable if the welfare of the moth- 
er and the infant are regarded critically. A comparison 
of fetal loss in deliveries by cesarean section with 
total fetal experience over a 10-year period shows that 
the gross perinatal mortality of babies delivered by 
cesarean section was 8.3% (corrected, 2.5%); the gross 
infant mortality was 2.5% (corrected, 1.8%); and the 
gross neonatal mortality was 0.8% (corrected, 0.6%). 
In order to shed further light on this problem of fetal 
mortality, our experience at the University of Cali- 
fornia Medical Center in San Francisco is reviewed 
in detail from 1940 to 1955 inclusive. 


Obstetric Factors 


As in other centers, infants have been lost here after 
surgical delivery who, we now believe, might have 
survived. An analysis of the causative factors is re- 
vealing. The method of cesarean section, as well as the 
type of anesthesia, plays a part in fetal mortality and 
morbidity. Table 2 discloses the types of operation 
used during the past 16 years, together with the 
method of anesthesia used. A graphic representation 
of the type of cesarean section done at this institution 
during the 48-year period, 1907 through 1954, is of 
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interest. Figure 4 demonstrates the shift from the 
classic to the low cervical procedure after 1924. The 
Porro operation (subtotal postcesarean hysterectomy), 
frequently used early in this series in septic cases, was 
all but forgotten for a time after 1924, when briefer 


TaBLeE 1.—Neonatal Mortality (Uncorrected) in Cesarean Section 
(from the Literature) 


Gross 


Fetal 
No. of Mortality 
Sections % 
Bellevue Hospital (Studditord and Decker: 
Bull. New York Acad. Med. 28:640-654 [Oct.] 


Boston Lying-in Hospital (Irving: Am. J. 
Obst. & Gynec. 50:660-680 [Dee.| 1945)...... 
Bethel Hospital, Brooklyn (Litchfield and 
others: J.A.M.A. 151:783-785 [March 7] 1953) 1945-1951 969 4.5 
Chicago Lying-in Hospital (Potter and 
Adair: Am. J. Obst. & Gynec. 45:1054-1065 


1934-1943 1,887 15.6 


City of New Orleans (King: Am. J. Obst. & 
Gynec. 40:860-869 [Nov.] 1940)............... 1927-1936 1,108 10.8 


Johns Hopkins Hospital (Manahan; Con- 
nolly, and Eistman: Am. J. Obst. & 
Gynec. 44:999-1009 [Dec.] 1942).............. 1896-1942 1,333 
Los Angeles County Hospital (Hibbard 
and Kroener: West. J. Surg. 64:485-488 


Methodist Hospital, Brooklyn (Acken: Am. 
J. Obst. & Gynec. 53:927-935 [June] 1947).. 


in Hospital, New York 
J. Obst. & Gynec. 61:557-564 [March] 


Lying-in Hospital, Philadelphia (Mohler: 
Am. J. Obst. & Gynec. 45:466-478 [March] 
Lying-in Hospital, Philadelphia (Mohler: 
Am. J. Obst. & Gynec. 45:466-478 [March] 


1936-1946 768 4.9 


1937-1942 657 9.2 
Tennessee Civilian Hospitals (Diddle and 
others: Am J Obst. & Gynec. 63:967-977 
University of California Medical Center, 
1940-1955 569 8.2 


trials of labor, blood transfusion, and improved surgi- 
cal techniques became the rule. Later, cesarean hys- 
terectomy came to be used more for the elimination 
of a tumorous or defective uterus, or for sterilization, 
rather than for the control of intrapartum intrauterine 
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Fig. 1.—Cesarean sections performed at University of California Medi- 
cal Center, 1907-1955. 


infection. The extraperitoneal cesarean section has not 
been commonly used here, because most of the pa- 
tients have been registered and followed in this clinic. 
Only a few gravidas are admitted each year to the 
obstetric service after a prolonged or neglected labor, 
failure of forceps delivery, or other emergency cir- 
cumstances. The increased use of the classic operation 
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after 1944 is, in part, a reflection of the increasing 
numbers of repeat sections done electively prior to 
the onset of labor, where there is a lack of develop- 
ment of a thinned lower uterine segment. 

The changing aspects of obstetric philosophy, new 
concepts, modification of hospital policy and staff, as 
well as individual consistency of action, all play a part 
in the decision to effect or to avoid cesarean section. 
It would be impractical to speculate on each of these 
and other facets of the problem here. Suffice it to say, 
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Fig. 2.—Maternal and fetal mortality of cesarean sections performed at 
University of California Medical Center, 1907-1955. 


our cesarean section incidence of 3% (1955) indicates 
an over-all conservatism. 

Objections are seldom voiced to the decision to do 
a cesarean section for severe grades of abruptio pla- 
centae or placenta previa, especially in the primigra- 
vida. However, we believe the physician can be de- 
clared hasty in terminating pregnancy near term for 
slight or even moderate antepartum bleeding, when 
bed rest, supportive therapy, and avoidance of need- 
less intervention might permit the vaginal delivery of 
a larger, more mature child two to three weeks later. 


TABLE 2.—Type of Cesarean Section and Anesthesia (1940- 
1955, University of California Medical Center) 


Cesarean Section No. 
2 
47 

Anesthesia: 
Thiopental (Pentothal) sodium............ 5 
47 


When we recall that the infant gains about 10 oz. per 
week during the last month of gestation, time becomes 
a valuable ally. 

The correct estimation of “term” in pregnancy is 
frequently inaccurate, even with a fairly reliable men- 
strual history. The most experienced obstetician often 
miscalculates the maturity of the infant in utero. We 
have noted that clinicians overestimate, rather than 
underestimate, the weight of the unborn child. Roent- 
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genographic appraisal of fetal age, although fraught 
with variables and not always satisfactory, often can 
be of help in the timing of elective section.* For ex- 
ample, if proximal tibial and distal femoral epiphyses 
are not well visualized, further delay of surgery might 
be prudent, even though the dates themselves suggest 
a more advanced pregnancy. Cephalopelvic dispro- 
portion often indicates the need for surgical delivery. 
A trial of labor, however, should be required in bor- 
derline cases, especially when there are possible com- 
pensatory factors. Planned cesarean section prior to 
the onset of good labor at term has often been un- 
necessary and has resulted in the delivery of an im- 
mature infant. This applies also, we have found, to 


50° PER CENT INFANT MORTALITY (UNCORRECTED) 
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Fig. 3.—Infant mortality in cesarean sections, 1907-1955. 


repeat cesarean section. A retrospective consideration 
of the indications for cesarean section in the 47 fatal 
deliveries between 1940-1955 shows that in 44 cases 
section was indicated from the patient’s record; in 31, 
the timing was seemingly correct; in 9, section might 
have been done earlier; and in 4, section might have 
been postponed as baby was not at term (previous 
section only index used). In all fairness to the obstetri- 
cians involved, it must be admitted that a clinical 
situation may appear quite different in later review, 
particularly when only the history is available for 
subsequent appraisal. Nevertheless, it is our con- 
sidered opinion that, in the greater interest of the 
child, certain of the operations probably should have 
been accomplished earlier and others delayed. 


TaBLE 3.—Causes of Death in Twenty-seven Babies Who Lived 
One Hour or More (1940-1955, U. C. Medical Center) 


Atelectasis, including hyaline membrane and aspiration: 


Erythroblastosis 


1 


Fetal Factors 


Over the last 16 years (1940-1955), 569 cesarean sec- 
tions were performed with a total of 47 fetal deaths— 
a gross perinatal mortality of 8.2%. With correction 
for congenital anomalies incompatible with life, non- 
viable babies (less than 800 gm. [1.75 Ib.]), erythro- 
blastotic infants, and babies who died in utero before 
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or during the operation, there were 15 deaths in 537 
cases, or a corrected mortality of 2.9%. Of the 569 
sections performed, 20 infants were either born dead 
or had never established respiration. Twenty-seven 
lived an hour or more, 16 were premature (weight 
under 2,500 gm. [5.5 Ib.]), and 11 were full term; 20 
were male and 7 female. The average length of life 
for the 27 babies was 2.5 days, the median being 1.7 
days. 

Table 3 relates the cause of death in the 27 babies 
who established respiration and lived an hour or more. 
Slightly more than half of this group died of respira- 
tory causes, with hyaline membrane disease high on 
the list. This might be expected from the fact that 
more than one-half of these babies were premature. 
The six cases of erythroblastosis occurred during a one 
and one-half year period between 1946 and 1947, when 
cesarean sections were done before term (34-38 weeks) 
in instances where severe hemolytic disease of the 
newborn was suspected in the baby. This was before 
the use of the exchange transfusion became estab- 
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Fig. 4.—Type of cesarean section, 1907-1954. 


lished. Thus, delivery by cesarean section of these 
babies served to superimpose prematurity onto the al- 
ready existing hazard of erythroblastosis. With the use 
of cesarean section, our salvage of these babies was 
very poor and the procedure was abandoned. One of 
the six babies who died had hyaline membrane di- 
sease, and this, rather than erythroblastosis, was un- 
doubtedly the cause of death. In the group of babies 
with congenital anomalies, it is interesting to note that 
both babies who died of diaphragmatic hernia were 
siblings, born a year apart. Of the two nonviable new- 
born infants, one weighed 780 gm. (1.75 Ib.) and the 
other 450 gm. (1 lb.); the latter was, in fact, a delib- 
erate therapeutic interruption of pregnancy. In spite 
of its small weight, the baby breathed and survived 
for 15 hours. 

Table 4 lists the 20 babies who did not establish 
satisfactory respiration. Almost all of these were born 
dead. There were 10 males and 10 females in this 
group; 9 were premature and 11 full term. 
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Of the 47 cesarean sections fatal to the infants, 14 
were elective. The cause of death in these babies is 
shown in table 5. This group of babies should be 
considered critically in any series, because it generally 
excludes the serious obstetric catastrophes. Prevent- 
able deaths are apt to be found here as they were in 
our Own series. 

We have already mentioned the erythroblastotic 
babies in commenting on table 3. The three newborn 
infants who died of atelectasis, including hyaline 
membrane disease, were all infants who were con- 
sidered to be at term, both by date and by palpation 
of the fetus. Cesarean section was done electively, the 
only indication being a previous section. At the time 
of delivery, all three of these babies were found to be 
small; two of them died of hyaline membrane disease 
and one of primary atelectasis. If the operative de- 
livery had been postponed for several weeks in these 
cases, the outlook for survival of the babies would 
have been improved considerably. 


TABLE 4.—Indications for Section in Twenty Babies 
Who Never Established Respiration (1940-1955 
University of California Medical Center) 
Baby Wt. 
No. (Gm. Indications for Section 
2,840 Partial premature separation of placenta 
2,320 Obstructed labor; myoma; child dead before section 
1,300 Severe preeclampsia 
5,620 Prediabetic with eclampsia 
4,800 Prediabetic with eclampsia 
2,250 Partial premature separation of placenta 
2,480 Premature desultory labor 


2,680 Erythroblastosis, preeclampsia 
Previous section 


9 1,360 Severe preeclampsia 


10 1,900 Polyhydramnios, previous caesarean section (fear of rupture 
of uterus) 


2,130 Compound breech 


12 490 Diabetic; intercapillary glomerulosclerosis (Kimmelstiel-Wil- 
son disease); pregnancy interrupted; sterilization 


13 700 Partial premature separation of placenta 

14 3,200 Massive intraperitoneal infection 

15 2,800 Partial premature separation of placenta 

16 2,900 Severe preeclampsia, premature separation of placenta 
17 8,600 Ruptured uterus 

18 2,500 Cervical fibroid; achondroplast 


19 2,200 Sibling 18; achondroplast 
Section done early, mother suicidal 


20 38,680 Severe complete premature separation of placenta; baby dead 
on admission to hospital 


WIS 


Table 6 lists the indications for cesarean section and 
the perinatal mortality for each indication over the 
last 16-year period for all cesarean sections performed. 
Corrections for infant mortality have been made by 
excluding babies who were known to be dead before 
the section was completed, babies who had congenital 
anomalies incompatible with life, and babies who 
were considered nonviable (less than 800 gm. 
[1% lb.]). The most common indication, by far, in this 
group was a previous section, and the mortality here 
was not a great deal higher than in the over-all 
obstretic experience for a comparable period. 

The group with cephalopelvic disproportion was 
considerably smaller in our series than in most pub- 
lished studies from eastern teaching hospitals. This is 
hard to explain, although certain related factors might 
be a lower incidence of rickets in San Francisco and 
basic population differences. 
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As in other reported series, the group with the 
highest mortality was that in which premature separa- 
tion of the normally implanted placenta necessitated 
an emergency cesarean section. The gross mortality 
figure of 62.5% for this group is more representative 
of what takes place than the corrected figure of 12.5%. 
The correction represents the eight babies who died 


TaBLE 5.—Causes of Death of Fourteen Infants Delivered 
by Elective Cesarean Section (1940-1955, University 
of California Medical Center) 


Atelectasis, including hyaline membrane 


(these infants weighed 1,980, 2,200, and 2,800 @M.)..........eeeeeereeees 3 
1 
Nonviable fetus (450 gm.: late therapeutic abortion).............-..+++- 1 
Baby dead in utero, previous cesarean section............ceeeeeeeeeeeeees 2 


of the separation before they could be delivered, the 
cause of death being the separation itself. In our ex- 
perience, it would be more fair to state that, where 
serious separation of the placenta had occurred, the 
mortality was approximately 60%. Another group with 
high fetal loss was that in which cesarean section was 
performed because of toxemia and hypertensive dis- 
orders, but, in these cases, the maternal indication for 
delivery was most pressing. 


Comment 


Examination of infant perinatal and neonatal mor- 
tality rates in the United States over the past 50 years 
discloses the fact that today most infants are lost in 
the first three days of life. Bundesen® has stated that 
in the United States more infants now die in the first 
three days of life than during the remaining 362 days 
of the first year. He quotes the special committee on 
infant mortality of the Medical Society of the County 
of New York as stating that “The persistently high 


TaBLeE 6.—Cesarean Section Indication and Total Infant Deaths 
(1940-1955, University of California Medical Center) 


Gross Corrected 
Total - AW 
Indication No. Deaths Rate, % Deaths Rate, % 
Previous cesarean section....... 302 11 3.6 5 1.6 
Contracted pelvis and/or 
68 5 7.3 1 14 
34 3 8.8 2 5.9 
Previous critical pelvic surgery... 33 0 0 0 0 
Toxemia and hypertensive 
29 10 34.4 4 13.8 
Elderly primigravida ............. 25 0 0 0 0 
Prolonged and/ordesultory labor 20 0 0 0 0 
Premature placental separation.. 16 10 62.5 2 12.5 
Breech presentation .............. 5 1 20.0 0 0 
6 1 16.6 0 0 
4 3 75.0 0 0 
4 0 0 0 0 
45 3 6.6 1 22 


perinatal mortality rates stand foremost among the 
urgent problems on the agenda of Public Health 
workers.” We would add to this: “and of obstetricians 
and pediatricians.” 

In examining the causes for the high perinatal mor- 
tality and, specifically, the reasons for no decline in 
recent years, one must focus attention particularly on 
the special groups of babies who contribute to this 
loss. Foremost among these are the premature infants, 
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but another important group is that which has been 
examined in the preceding tables, i.e., the babies born 
by cesarean section. Their gross perinatal mortality of 
8.2% is more than three times that of the gross infant 
mortality of all groups. The two outstanding causes 
for this high mortality are (1) prematurity and (2) de- 
pression of the fetal respiratory center brought on by 
hypoxia or toxic states of the mother. 

Prematurity is frequently unavoidable. The situation 
is often one of obstetric catastrophe, such as abruptio 
placentae with supervening massive hemorrhage, 
which necessitates immediate delivery—preferably by 
section. Thus, the baby arrives quite prematurely, 
sometimes before it is viable, or at the state of ma- 
turity where the chances for survival today are not 
much more than 50%. However, among this group of 
“unavoidable prematures,” one must recognize a 
smaller category but, nevertheless, one about which 
something can be done—namely, those who, through 
an error in dates and misjudgment of fetal weight and 
maturity, are delivered prematurely by elective section 
(three in our series). The loss of these babies, in a 
situation where prematurity plays an important role 
in their death, is truly an avoidable tragedy. One of 
the sad obstetric realities is that we are, as yet, igno- 
rant about the causes of the onset of labor. It is diffi- 
cult, moreover, to know when a woman has arrived at 
term. We believe it is better to allow the woman to 
go into labor, in most instances, and to perform the 
operation as soon as true labor starts. The pediatrician 
can contribute expert postdelivery care to the pre- 
mature infant, but this is not nearly as promising as 
the reduction of the loss of these babies by the avoid- 
ance of prematurity itself. 

The second great cause of increased mortality in 
this group is hypoxia. This was certainly a critical 
factor in most of our stillborn babies. Enumeration of 
mortality statistics and causes of death does not reveal 
the entire picture in this regard. We have not been 
able to include the morbidity of the group in this 
series, which would be of great interest in itself. Be- 
sides the babies who were lost, there were those who 
suffered irreversible damage; others had atelectasis 
and hyaline membrane disease and survived only after 
a stormy, prolonged course in the nursery. 

Premature separation of the placenta and placenta 
previa are prominent causes of fetal mortality in this 
group. The considerable loss of babies of preeclamptic 
and eclamptic mothers suggests that the state of the 
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mother may well have had something to do with de- 
pressing the baby. There is no question but that a 
good regional anesthesia, limitation of heavy anal- 
gesia, avoidance of oxygen lack before and during the 
cesarean section, together with proper timing so as not 
to allow a long period of intrauterine hypoxia before 
the section is performed, are all important factors in 
reducing the fetal loss in this group. 

The pediatrician can help immeasurably by recog- 
nizing the true nature of the problem. Lavage of the 
stomach, gentle handling, expert resuscitation, a 
patent airway, and the delivery of oxygen into the 
infant's lungs by the least traumatic means possible 
will all increase the salvage of the jeopardized babies. 


Summary and Conclusions 


Examination of infant mortality associated with de- 
liveries by cesarean section over the last 48-year per- 
iod at the University of California Hospital revealed 
that 569 sections were performed, with a total of 47 
fetal deaths and a gross perinatal mortality of 8.2%. 
Allowance for congenital anomalies incompatible with 
life, known nonviable babies, erythroblastotic infants, 
and infants who were known to have dic«: in utero be- 
fore or during the operation corrects the mortality 
to 2.9%. 

Detailed review of causes of death for the 16-year 
period from 1940 through 1955 revealed that prema- 
turity is the largest single contributory factor to the 
high mortality rate. Fetal hypoxia, due to interference 
with placental circulation, and the toxic state of the 
mother are other leading causes of death and mor- 
bidity. While appraisal of the woman’s arrival at term 
is difficult, this decision is extremely important so that 
a premature baby will not be delivered by an ineptly 
timed, purely elective section. On the other hand, 
where an obstetric emergency produces a critical intra- 
uterine oxygen deficiency, rapid delivery, often by 
cesarean section, is equally important in augmenting 
fetal salvage. 
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Treatment of Obesity.—There was a considerable increase in weight loss in most of the patients receiving the 
Biphetamine capsule medication. . . . Over 70% of the patients taking Biphetamine lost three to four pounds 
and more in the three week interval, in contrast to about 85% of the patients previously on amphetamine tablets 
who lost less than three to four pounds during three weeks of therapy. In addition to the superior effect of 
the Biphetamine, this single dosage form of medication was more convenient than tablet therapy. It avoided the 
accidental failure to take a tablet or the unconscious avoidance of it. However, most patients will take a cap- 
sule in the morning, since their intentions are usually good at this time, and thereafter they are released from 
the responsibility of the need to take further medication. In addition, the therapeutic effect is smoother be- 
cause of the elimination of the sharp rises and declines in blood levels, and it is thus more effective in alleviat- 


ing hunger. . . 


. Suppression of appetite and loss of weight after administration of one capsule of this 


material are superior to the results obtained with an even greater dose of amphetamine in tablet form. Side- 
reactions with the amphetamine-resin complex are somewhat less than with tablet therapy. ... . The 
amphetamine-resin complex fulfills a need for a product which releases the drug on a predictable basis for a 
period of 10 to 14 hours.—S. C. Freed, M.D., J. W. Keating, B.S., and E. E. Hays, Ph.D., Amphetamine- 
Resin Complex for Prolonged Appetite Suppression, Annals of Internal Medicine, June, 1956. 
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DIAGNOSIS AND TREATMENT OF EOSINOPHILIC GRANULOMA OF SKULL 
Robert S. Knighton, M.D. 


and 


J. DeWitt Fox, M.D., Detroit 


Eosinophilic granuloma of bone should be consid- 
ered in the differential diagnosis of lytic lesions of the 
skull. First described as a clinical entity in 1940 by 
Otani and Ehrlich’ and independently by Lichten- 
stein and Jaffe,* eosinophilic granuloma of bone has 
been the subject of increasing interest and controversy. 
Various authors feel that these solitary destructive le- 
sions of the table of the skull are local evidence of a 
more generalized disease process. In 1942, Green and 
Farber ® studied 10 cases and concluded that lipid his- 
tiocytosis of cholesterol type (Hand-Schiiller-Chris- 
tian disease ), Letterer-Siwe’s disease, and eosinophilic 
granuloma of bone were clinical expressions of the 
same basic disorder. Later, in 1944, Jaffe and Lich- 
tenstein * advanced a similar thought but differed on 


Fig. 1 (case 1).—Roentgenogram showing lytic lesion lying directly over 
branch of middle meningeal artery, which explains the symptoms of head- 
ache in this case. 


etiology. In 1953; Lichtenstein’ lumped these all un- 
der the single entity histiocytosis X. However, Otani 
and Ehrlich ' felt that eosinophilic granuloma of bone, 
especially of the skull, should be classified separately 
from lipid histiocytosis of cholesterol type and Let- 
terer-Siwe’s disease, which carry a more serious 
prognosis and are of a more generalized nature. 
Eosinophilic granuloma of bone is primarily a dis- 
ease of the reticuloendothelial system. At present, it 
is thought by some observers® to be infectious in 
nature, although no specific organism has been iso- 
lated. 


From the Department of Neurological Surgery, Henry Ford Hospital. 


* The diagnosis of eosinophilic granuloma of bone 
was made in five cases here reported; in each 
there was a circumscribed area of swelling or 
tenderness on a cranial bone, a characteristic cir- 
cumscribed lytic lesion in the roentgenograms, and 
confirmation by microscopic examination of tissue 
obtained at operation. Headache attributable to 
extension of the tumor along meningeal blood ves- 
sels was severe in one case and present in two 
others; the intracranial pressure was normal and the 
neurological findings were negative in all cases. 
Surgical removal and subsequent irradiation to a 
total of 600 to 2,000 r in air was followed by heal- 
ing and complete relief of symptoms. Eosinophilic 
granuloma should be considered as a diagnostic 
possibility whenever a patient presents a localized 
tenderness of the scalp or a lytic lesion of the skull. 


Even as the controversy has arisen regarding the 
nature of this disease, so also have opinions differed 
on its treatment. Shuster and Flynn® favor surgical 
excision of the skull lesions, since drainage can be 
established if necessary. Gross and Savitsky’ advise 
surgical excision in place of needle biopsy, since it 
provides a specimen for microscopic study and obvi- 
ates roentgen therapy. Swain and Williams * describe 
perhaps the largest single skull lesion on record, which 
ended fatally but responded somewhat to surgery 
and roentgen therapy for a time. McCreary ° records 
skin and bone involvement in a 2-year-old patient, 
with successful treatment with curettage of the bone 
and irradiation of the skin lesion. Curtis and Cawley '° 
report multiple bone and skin lesions diagnosed by 
biopsy and clearing after irradiation. McCullough " 
claims good response to irradiation therapy of a skull 
lesion. He feels that this response supports the be- 
nign nature of this disease. 

In the cases reported here, we wish to present the 
results achieved by combined surgical biopsy and 
roentgen therapy. The advantage of this plan of treat- 
ment is that it provides an adequate specimen for 
accurate microscopic diagnosis with the minimum of 
bone removal from the cranium. The roentgen therapy 
is followed by rather prompt regeneration of bone at 
the lesion site. The smaller the surgical lesion, the 
more rapidly this healing will occur. Since all of these 
cases consisted of solitary skull lesions that cleared 
remarkably after roentgen therapy, we, too, consider 
eosinophilic granuloma lesions of this character to 
be benign. However, we recognize that multiple le- 
sions do occur. In these cases, the treatment is the 
same—surgical biopsy followed by irradiation. Sie- 
racki ** is also inclined to consider eosinophilic granu- 
loma localized to bone as benign. It represents the 
successful confinement of the etiological agent. 
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Diagnosis 


The history of onset of eosinophilic granuloma of 
bone is usually insidious. The patient may notice a 
tender spot on the scalp. His attention may be di- 
rected to it by a recent trauma to the skull, which 
may prompt a routine skull film. This may immediate- 
ly disclose the lytic lesion. Clinically, however, the 
area may be swollen, with localized tenderness. On 
the other hand, the swelling may be painless. At times, 
the lesion may appear so rapidly and break through 
the outer table of the skull so quickly as to simulate a 
primary malignant tumor such as a sarcoma. The soli- 
tary lesion of the skull is the most common 
manifestation of the localized type of eosino- 
philic granuloma of bone. When multiple foci 
are present, other bones are involved in the 
following order of frequency: ribs, skull, 
femur, vertebrae, pelvis, mandible, and hu- 
merus. 

The disease is most common in children 
and adolescents but has been reported in in- 
fants, young adults, and even middle-aged 
patients. Headache is sometimes a prominent 
symptom. This is especially true if blood ves- 
sels of the scalp or the dura mater are in- 
volved. In one of our patients (case 1) head- 
ache was severe cue to invasion of the tem- 
poral bone, dura mater, and a branch of the 
middle meningeal artery. When a_ biopsy 
specimen of this lesion was examined, it was 
found to surround the artery and to be invad- 
ing the dura mater. After its removal, together 
with a small segment of the dural branch of 
the artery, the headache disappeared. Blood- 
vessel involvement appears to be one cause of 
headache or localized tenderness of the scalp 
in these patients. 

Neurological examination in our patients 
was negative. In none of these did the solitary, 
localized lesion produce any signs of increased 
intracranial pressure. Roentgenograms of the 
skull show a sharply circumscribed bone de- 
fect with geographical outline. The margins 
are well defined without surrounding scle- 
rosis. Both tables are usually equally involved. 
Positive diagnosis must be withheld, however, 
until the surgical biopsy specimen has been 


amination reveals a loose stroma of reticular 

tissue with bone spicules and numerous eosinophils, 
leukocytes, and small lymphocytes with occasional 
multinucleated giant cells. No malignant change is 
seen. The following five case reports are illustrative 
of the therapy with combined biopsy and irradiation. 


Report of Cases 


Case 1.—The patient was a 38-year-old woman with a three- 
month history of left temporal headache, not throbbing in char- 
acter, relieved by acetysalicylic acid (aspirin). There was no 
definite hemicrania or familial history of migraine. Neurological 
examination was essentially negative except for the finding of a 
small localized prominence over the left temporal region meas- 
uring about 1.5 cm. in diameter. There was no evidence of in- 
flammatory change in the temporal artery on the affected side or 
the opposite side. Laboratory studies of the blood, urine, and 
serum were normal. Roentgenograms of the skull showed a 
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lytic lesion over the left temporal bone about the size of a dime 
(fig 1). Chest films were normal. On Jan. 6, 1956, a biopsy 
specimen was taken from the left temporal bone lesion. This 
revealed eosinophilic granuloma that infiltrated the underlying 
dura mater and involved a branch of the middle meningeal 
artery. This area was clipped and the overlying granuloma re- 
moved and the bone curetted. Microscopic examination revealed 
eosinophilic granuloma that had involved the adventitial layer 
of the middle meningeal artery (fig. 2). There was also infil- 
tration of the tumor into the area of the temporalis muscle. 
There were many large mononuclear cells and eosinophils in the 
adventitial areas of the small arteries. Sections of the tissue 
proper revealed many eosinophils, large mononuclear cells, and 
giant cells that appeared to be multinucleated. The patient re- 
ceived roentgen therapy immediately and was given 200 kv. of 


. 


Fig. 2 (case 1).—Photomicrograph showing branch of middle meningeal artery. The 
7 : : : j eosinophilic granuloma surrounds the vessel but does not appear to invade the vessel 
examined microscopically. Microscopic ex- wall (x 90). 


irradiation weekly to a total of 600 r in air. Her headache was 
completely relieved after the biopsy and clipping of the middle 
meningeal artery branch. There was gradual regeneration of 
bone after roentgen therapy. The patient has been seen in our 
outpatient department and had not had any recurrence after 
six months. 

Case 2.—The patient was a 6-year-old boy, first seen on Jan. 
20, 1952, because of a swelling of the left eye of four months’ 
duration. He had no visual disturbance and no pain. Neuro- 
logical examination revealed an apparently normal 6-year-old 
boy, with no visual-field, funduscopic, or neurological abnor- 
malities. Laboratory studies of the peripheral blood, urine, serum, 
and bone marrow were normal. Roentgenograms of the skull 
revealed an oval 1.5 by 1 cm. zone of destruction in the upper 
outer corner of the left superior orbital ridge. Chest films were 
normal. On Feb. 6, 1952, biopsy of the skull lesion revealed 
eosinophilic granuloma. A large amount of soft grayish tissue 
and periosteum was found. This was curetted for diagnosis. 
Microscopic examination showed the tissue to contain a con- 
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glomerate mixture of fibroblasts, epithelial cells, multinucleated 
giant cells, a few foamy histocytes, and a large number of eosino- 
phils. The eosinophils were most prominent in the periphery of 
the lesion. The patient was given roentgen therapy of 100 r for 
six doses—a total of 600 r in air. After this there was a regres- 
sion of the lesion and a gradual healing of the bone. Progress 
roentgenograms of the skull were essentially normal on Aug. 9, 
1952, six months after treatment, and no recurrence was noted 
after four years of follow-up. 

Case 3.—The patient was a 32-year-old right-handed man 
who gave a history of headache for three months after he re- 
ceived a bump on the head while at work. There was no loss 
of consciousness, no bleeding, and no swelling, but the area 


Fig. 3 (case 3).—A, roentgenogram of skull before biopsy or radiation 
therapy. B, roentgenogram of skull taken after radiation therapy with 1,000 
r in air. Note complete healing of lesion in left parietal area. Film was 
taken two years after therapy and shows no signs of recurrence. 


struck, in the left parietal bone, continued to give pain. There 
was an associated frontal headache, dull and throbbing in char- 
acter. Neurological examination was essentially negative except 
for slight tenderness over the left parietal area of the skull. 
Laboratory studies of the blood, urine, and serum were normal. 
A lumbar puncture was normal, with opening pressure 150 
mm. H.O. The cerebrospinal fluid was clear and colorless. 
The spinal fluid level of protein was 36 mg. and of sugar 72 mg. 
per 100 cc. The results of the Wassermann test were negative. 
An electroencephalogram and chest films were normal. Roent- 
genograms of the skull showed a 2-cm. rounded defect in the 
left temporoparietal area (fig. 3A.) On March 21, 1953, a sur- 
gical biopsy of the skull lesion was performed. This revealed 
eosinophilic granuloma. Microscopic examination showed a 
striking number of eosinophils intermixed with leukocytes and 
macrophages, scattered through a loose stroma of reticulated 
background (fig. 4 and 5). Bone spicules were present and 
showed marked scalloping, probably an index of the increased 
osteoclastic activity with very prominent cement lines seen in 
other bone spicules. No malignant change was noted. The pa- 
tient was given roentgen therapy consisting of 100 r for nine 
doses and 200 r as a final dose, with a total of 1,000 r in air. Re- 
peat roentgenograms of the skull taken July 11, 1953, showed evi- 
dence of healing in the left parietal bone (fig. 3B). Subsequent 
films, taken July 26, 1955, more than two years later, showed no 
evidence of the skull lesion and no recurrence elsewhere. 
Case 4.—The patient was a 14-year-old right-handed boy 
who was in a fight on April 10, 1955. He suffered a blow to 
the left side of the head and was quite dizzy afterward. After 
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this, he noticed a tender area in the left parietal region of his 
skull. Physical and neurological examination was negative. 
Laboratory studies of his blood, urine, serum, and blood chem- 
istry were normal. A roentgenogram of the skull showed a radio- 
lucent area in the left parietal region 2.5 cm. in diameter (fig. 
6A). A chest film was normal. On May 18, 1955, biopsy and 
curettage of the lesion were performed. At operation the frozen 
section and imprint smear revealed eosinophilic granuloma, later 
confirmed on section. The lesion, measuring 2.5 cm. in diameter, 
was curetted up to the bony edge. Microscopic examination 
showed sections consisting of cosinophilic granuloma of the 
skull. These are composed of masses of cells set in a somewhat 
fibrous stroma. There were numerous eosinophils and a large 
number of nuclear cells. Occasional multinucleated giant cells 
were encountered. The remaining cellular structures were small 
lymphocytes, occurring in fairly large clumps. After biopsy and 
confirmation of the diagnosis by pathological section, the pa- 
tient was given a series of two courses of radiation therapy, 
each consisting of 200 r at 10 different sittings. A total of 1,000 
r in air was given over the left parietal area, and another course 
of 1,000 r in air was given in 200-r doses over the occipital 
area to a small second lesion. The patient has been free of any 
symptoms since irradiation, with no further head or skull pain. 
He has regrowth of bone in the former skull defect, as shown 
on the latest roentgenograms of the skull, taken one year later 
(fig. 6B). At follow-up, one year after treatment, no recurrence 
was note]. 

Case 5.—The patient was a 32-year-old right-handed female 
with a history of right supraorbital hea lache of one month’s 
duration. She had occasional dizziness and a tendcr area over 


Fig. 4 (case 3).—Photomicrograph of eosinophilic granuloma showing 
loosely textured connective tissue stroma in which there are numerous 
eosinophils, giant cells, and histiocytes (x 710). 


the right temporal area of the skull. Neurological examination 
was essentially negative except for the 2.5-cm. tender swelling 
in the right temporal area. Laboratory studies of the peripheral 
blood, urine, and serum were normal. Roentgenograms of the 
skull showed an irregular 1 by 1 cm. radiolucent area in the 
right frontal bone. A chest film was normal. On Oct. 23, 1954, 
a surgical biopsy was made of the skull lesion. A vascular and 
reddish purple lesion was curetted from the bone. The tumor 
extended through the inner and outer tables of the skull, but 
the dura mater was not involved. Microscopic examination re- 
vealed eosinophilic granuloma. The tumor was composed of 
eosinophils, with occasional neutrophils and plasma cells in a 
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loose reticular stroma. The patient was given a total of 800 r in 
air. Her headaches and pain in the temporal region completely 
subsided, and she had no evidence of recurrence after 18 months. 
Repeat roentgenograms of the skull on July 26, 1955, showed 
no evidence of the previous lesion in the right frontal bone. 


Comment 


The diagnosis of eosinophilic granuloma of the skull 
often rests with the family physician or specialist who 
first sees the patient and suspects a lytic lesion. In any 
case of persistent localized tenderness of the scalp or 
localized headache, roentgenograms of the skull 
should be taken. This will almost invariably localize 
the lytic lesion and determine its size. The final diag- 
nosis, of course, is a microscopic one after biopsy. In 
view of the unknown etiology of this lesion, no 
ironclad formula for its handling can be laid down. 
However, because it behaves in a benign fashion, as 
compared with Letterer-Siwe’s disease and lipid his- 
tiocytosis of cholesterol type, it is deemed safe to 
handle it as a benign lesion. The cases presented tend 
to support this view. They were treated by surgical 
biopsy and irradiation, with immediate regression of 
the skull lesions. In the follow-up period, ranging from 
one to four years, no recurrence has been noted. How- 
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Fig. 5 (case 3).—Photomicrograph of eosinophilic granuloma showing 
junction of fibrous tissue and tumor (x 150). 


ever, should recurrence occur in later study, more 
radical therapy might be necessary. Until such time, 
it seems best to treat these lesions as outlined, i. e., 
by surgical biopsy and irradiation. 


Summary 


Since 1952, we have seen five cases of eosinophilic 
granuloma of the skull. It is important to consider the 
possibility that this disease exists when there is any 
localized tenderness of the scalp or any lytic lesion of 
the skull. Since eosinophilic granuloma of the skull is 
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frequently solitary and benign and carries a good 
prognosis, accurate diagnosis should be made by 
surgical biopsy, with removal of a specimen large 
enough for microscopic examination. The treatment 
is uniformly successful with roentgen therapy. Usual- 
ly, a course of six exposures of 200 r in air is sufficient. 
The patient's scalp pain is relieved immediately after 
biopsy and irradiation. The regrowth of the bone of 
the cranium is usually demonstrated roentgenograph- 
ically within six months. 


2799 W. Grand Blvd. (2) (Dr. Fox). 


Fig. 6 (case 4).—A, roentgenogram of skull taken before therapy show- 
ing large lytic lesion in left temporoparietal area measuring 2.5 cm. in 
diameter. B, roentgenogram of skull taken one year after surgical biopsy 
and irradiation therapy with 1,000 r in air to lesion and a second course 
of 1,000 r in air to the occipital area for second lesion. Note almost com- 
plete healing of the lytic lesion and no evidence of recurrence. 


Dr. Joseph E. Sieracki of the Department of Pathology, Henry Ford 
Hospital, procured and described the microscopic sections. 
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ISOLATION OF ECHO VIRUS TYPE 6 DURING OUTBREAK OF 
SEASONAL ASEPTIC MENINGITIS 


David T. Karzon, M.D., Almen L. Barron, Ph.D., Warren Winkelstein Jr., M.D. 


and 


Seymour Cohen, M.D., Buffalo 


The clinical syndrome termed nonparalytic polio- 
myelitis, often referred to by the more general term 
aseptic meningitis, has been shown to be associated 
with poliovirus as well as with the Coxsackie viruses 
of group B. Furthermore, a variety of “enteric viruses” 
has recently been isolated from the human intestinal 
tract, and isolations of such viruses have been reported 
from the stools of patients with aseptic meningitis.’ 
These new agents, referred to as orphan viruses, have 
proved to be serologically and biologically distinct 
from both the poliovirus and Coxsackie groups.” Cer- 
tain orphan viruses have been recently classified as 
the ECHO viruses (enteric cytopathogenic human 
orphans ), of which 13 serotypes have been identified 
and characterized.* These enteric viruses appear to 
be widespread during the summer season in the normal 
population.* Despite the frequency with which they 
have been isolated, evidence for specific causal rela- 
tionship between the ECHO viruses and any disease 
entity has been scanty. The present study reports an 
outbreak during the summer of aseptic meningitis 
resembling nonparalytic poliomyelitis in a small com- 
munity in western New York (Holland, N. Y.) and 
describes the clinical syndrome in some detail. A total 
of 14 agents, all identified as ECHO virus type 6, 
were recovered from 7 hospitalized individuals, 13 
household associates, and 3 nonhospitalized patients. 
Evidence is presented that the agent was etiologically 
related to the clinical illness. 


Epidemiology 


Seven patients were admitted to the Buffalo Chil- 
dren’s Hospital from the village of Holland, population 
500, with a diagnosis of nonparalytic poliomyelitis, 
between July 5 and July 21, 1955. Three of these 
patients were from one family, two from a second, 
and one each from a third and fourth. This aggrega- 
tion of cases without paralysis, with an unusual family 
concentration in a small rural community, warranted 
further investigation. In addition to these seven pa- 
tients, 17 nonhospitalized patients were seen by the 
local physician. During July, August, and September, 
1955, an outbreak of aseptic meningitis was general- 
ized in western New York. It will be the subject of 
a subsequent communication. 

Approximately three-fourths of the cases in Holland 
(17 of 24) occurred in persons between the ages of 5 
and 14 years, and the remainder were in young 
adults. While there were twice as many males affected 
as females (16 males, 8 females), this may not be 
significant in view of the small number of cases. The 
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partment. 


¢ Symptoms of aseptic meningitis occurred in 17 
children and in 7 young adults out of 500 inhabi- 
tants of a village in July, 1955. Seven boys were 
hospitalized, and all had fever, headache, signs of 
meningeal irritation, and gastrointestinal complaints. 
Pain, lethargy, mild muscular weakness, and altered 
reflexes were present in some cases. Improvement 
was rapid, and all patients were discharged well, 
within 3 to 10 days, with no residual findings except 
occasional slight muscular weaknesses and minimal 
hamstring spasm. Laboratory observations included 
detailed virus studies of the cerebrospinal fluid, 
blood, throat swabs, and fecal specimens. No rise 
of poliovirus neutralizing antibody was demonstrable 
in any of the patients, but in all there were rises in 
circulating antibody to ECHO (enteric cytopathogenic 
human orphan) type 6 virus. Specific antibody ap- 
peared on the fifth day of illness and was still present 
after seven months, when the only residual finding was 
absence of the abdominal reflexes in two patients. 
The virus was isolated, and evidence of its etiologi- 
cal role is given. The disease could not be dis- 
tinguished clinically from preparalytic poliomyelitis 
when the patients were admitted to the hospital. 
There are indications that epidemics of this kind 
are not unusual or isolated occurrences. 


epidemic extended for a period of approximately one 
month. The dates of onset occurred continuously 
over this period, suggesting that the disease was 
disseminated through contact rather than by a com- 
mon source. There was a marked familial aggregation 
of cases. The 24 cases occurred in 16 households, with 
10 households having a single case, 4 households two 
cases, and 2 households three cases each. The over-all 
community attack rate was 4.8 per 100 persons, while 
the secondary attack rate among the 67 household 
contacts of the 16 patients with primary cases was 
12 per 100 persons. 


Clinical Description of Hospitalized Patients 


Seven boys, varying in age from 4 to 17 years, were 
hospitalized at the Children’s Hospital in Buffalo 
(table 1). The cardinal symptoms at the onset were 
fever, headache, gastrointestinal complaints, and poor- 
ly defined pains in the abdomen or chest or generalized 
muscular pains. The important findings on examina- 
tion in the hospital were evidence of meningeal irri- 
tation in all cases and, in some cases, mild reflex 
changes, transitory muscle weakness, and pharyngeal 
injection. The total duration of illness varied from 5 
to 14 days, averaging 9 days. 
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Fever.—All seven patients had fever, with the dura- 
tion varying from three to six days and averaging 
four days. The highest recorded temperatures in the 
hospital varied from 100.4 to 102.6 F (38 to 39.2 C). 

Headache.—All patients complained of severe head- 
ache. It was the prominent presenting complaint and 
the main reason for seeking a physician’s advice. Six 
patients had a characteristically frontal headache. Two 
of these complained of retrobulbar localization. Head- 
ache was generalized in one patient. 

Gastrointestinal Complaints.—All patients had symp- 
toms referrable to the gastrointestinal tract; six had 
nausea and vomiting, and one each had diarrhea and 
constipation. 

Pain.—Ill-defined pain occurred in the epigastric or 
periumbilical areas of the abdomen in five patients, 
mild chest pain in two, and generalized limb and back 
pain in one. 

Meningeal Irritation —On examination, all patients 
showed mild to moderate stiffness of the neck and 
back and spasm of the hamstring muscles. 

Neuromuscular Changes.—Three patients showed 
some muscle weakness rated as “poor” to “fair” on 
examination by a physiotherapist at the time of dis- 
charge from the hospital, when the temperature had 
been normal for several days. One patient had mild 
weakness of the anterior and posterior neck muscles 
and of the upper and lower groups of the back and 
slight weakness of the gluteus maximus bilaterally. 
Two patients had slight weakness of the anterior neck 
muscles only. At an examination seven months later, 
no muscle weakness, atrophy, or spasm persisted in 
any of the patients. In the acute phase, four individuals 
were found to have depressed superficial or deep ten- 
don reflexes. After seven months, the abdominal re- 
flexes remained absent in two patients. 

Pharyngeal Injection.—In three of the seven patients 
there was injection of the soft palate that extended in 
rim-like fashion down the anterior pillars. A fourth 
patient had a diffuse erythematous pharyngitis with a 
small amount of white exudate on one tonsil. 


Clinical Laboratory Findings 


All seven patients had abnormal cerebrospinal 
fluid findings. The fluid was grossly clear, but from 
33 to 231 cells per cubic millimeter were present, of 
which 65 to 95% were lymphocytes. The total protein 
content varied from 22 to 96 mg. per 100 cc. Four pa- 
tients had a level of 40 mg. per 100 cc. or greater. 
The cerebrospinal fluid glucose levels were within 
normal range. All spinal fluid cultures were sterile on 
bacteriological examination. The peripheral blood 
showed a normal or slightly elevated white blood cell 
count, with a slight increase in the neutrophil series. 


Course 


The headache, lethargy, anorexia, vomiting, and 
fever present on admission to the hospital subsided 
rapidly in all patients. The children were usually free 
of discomfort and eating well within 24 to 48 hours. 
Stiffness of the neck and back and hamstring spasm 
cleared very quickly, with much improvement in 24 
hours and disappearance, with the exception of mini- 
mal hamstring spasm, by the time of discharge (after 
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3 to 10 days). Prone packs (moist heat), When used, 
were not required more than two days. Treatment was 
entirely symptomatic. Intravenous administration of 
fluids was not required, and no antibiotics were given. 
The case history of one individual is presented in 
detail. 


Case 15.—A husky 17-year-old boy was well until July 4, 1955, 
when he developed a generalized headache, dull aching abdomi- 
nal pain, sharp pains in the chest, and a temperature elevation to 
101 F (38.3 C). The next day, despite increasing generalized 
muscle aches and severe headache, which had localized in the 
frontal region, he continued working in his usual summer em- 
ployment at a foundry. The next day he remained in bed because 
of moderately severe hip and leg pains, generalized weakness, 
and transient episodes of dizziness. On July 7, the day of admis- 
sion to the hospital, the patient noted retrobulbar pain and 
vomited once. The pains in the abdomen, hips, and legs had 
increased in severity. Stiffness of his neck appeared at this time. 
The patient was admitted to the Children’s Hospital simultane- 
ously with a younger brother (case 16) suffering from a similar 
illness. A second brother (case 11) had been admitted two days 
previously. A third brother remained well at home. 

At time of admission, his temperature was 102.4 F (39.1 C), 
his respiration rate was 32 per minute, and his pulse rate was 
90 per minute. The blood pressure was 120/60 mm. Hg. He was 
moderately and acutely ill. His neck and back were stiff and 
resistant to flexion. Moderate hamstring spasm was present. 


TaBLe 1.—Incidence of Major Clinical Features in 
Seven Hospitalized Patients 


Clinical Feature Patients 


Motor power was normal. The superficial abdominal reflexes 
were absent in all quadrants, The left cremasteric reflex was 
absent and the right diminished. The deep tendon reflexes were 
normal on admission, but on the second hospital day there was 
a general depression of reflexes in both upper and lower ex- 
tremities. By the next day, all deep tendon reflexes had returned 
except the right knee jerk. The temperature fell to normal within 
24 hours of admission, and the patient was free of headache. 
Lumbar puncture on admission revealed an initial pressure of 
168 mm. H,0O, with clear spinal fluid containing 231 white blood 
cells per cubic millimeter, 71% of which were lymphocytes. The 
total level of protein was 96 mg. and of glucose 92 mg. per 100 
cc. Follow-up examination seven months after discharge revealed 
the continued absence of the abdominal and left cremasteric 
reflexes and somewhat diminished ankle and knee jerks in the 
right leg. The patient also complained of occasional back and 
chest pains and occipital headaches, with onset dating from the 
illness. 
Virus Isolation 

Methods.—From the seven hospitalized patients, 
throat swabs, spinal fluid, and blood specimens from 
the acute phase were obtained on admission. Fecal 
specimens were collected within 48 hours. Blood speci- 
mens from the convalescent phase were obtained on 
discharge from the hospital (five to nine days later) and 
seven months after hospitalization. Studies were car- 
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ried out on 13 healthy household associates of the 7 
patients. Specimens were also collected from three 
nonhospitalized patients in the community. 

Throat and rectal swabs were placed in tubes con- 
taining 2 ml. of tissue culture nutrient medium. Speci- 
mens were frozen either immediately at -20 C or 
after 24 hours’ storage in a refrigerator. Stool speci- 
mens were prepared as 10 to 20% suspensions in tissue 
culture medium. The turbid stool suspensions and the 
throat and rectal swab eluates were clarified by cen- 
trifugation. Spinal fluids were used without treat- 
ment. For virus isolation, a 0.2-ml. aliquot from each 
specimen was inoculated into trypsin-dispersed mon- 
key kidney monolayer tissue cultures (Melnick*”) in 
16-by-125-mm. test tubes. The cells were propagated 
in a growth medium consisting of 97.5% Hanks’ bal- 
anced salt solution, 0.5% lactalbumin hydrolysate, and 
2% calf serum, with 200 units of penicillin and 200 
mcg. of streptomycin added per milliliter. At the time 
of inoculation, the growth medium was replaced with 
0.9 ml. of maintenance medium consisting of Earle’s 


TABLE 2.—Recovery of Fourteen Cytopathogenic Agents 
in a Study of Aseptic Meningitis in Holland, N. Y. 


Healthy 
Hospitalized Specimen* Household 
: Lab. Age, spinal Agents 
Family No. Yr. Stool Throat Fluid No. Isolated 
11 6 + 3 2 
1 15 17 
16 ll + 
2 14 2 0 
17 8 + 
3 18 12 6 0 
4 28 4 + + _ 2 0 
Cerebro- 
Rectal spinal 
Totals Stool Swab Throat Fluid 
7 hospitalized patients .............. 7/7 N.D.* 4/7 0/7 
13 healthy household associates ..... 2/5 0/5 0/6 N.D. 
3 nonhospitalized patients .......... 1/3 N.D. N.D. N.D. 
*+ = positive; — = negative; N.D. = not done. 


saline solution, lactalbumin hydrolysate, and calf 
serum. Specimens were inoculated into each of three 
tissue cultures and the tubes incubated at 36 C. 
Microscopic observations for the appearance of 
viral cytopathogenic effect were made daily or every 
other day. Careful examination was made for evidence 
of cellular damage due to toxicity of the specimens. 
This was usually manifest within 24 hours. Stool 
inoculums were generally slightly toxic, while throat 
and rectal swabs were essentially nontoxic. Spinal 
fluids were also nontoxic and in fact appeared to 
have some nutritional value for the monkey kidney 
cells. Throat swabs and spinal fluids were considered 
negative at the end of a seven-to-nine-day incubation 
period unless there were changes in the kidney cells 
suggestive of viral effect, in which case the fluids were 
harvested and passaged a second time in tissue cuiture. 
Stool specimens or rectal swabs were considered nega- 
tive only after two passages had been completed. 
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Identification of Agents Isolated.—The results of 
the virus isolation studies are tabulated in table 2. 
A total of 14 cytopathogenic agents were isolated. 
Virus was recovered from the stools of all seven hos- 
pitalized patients and from the throat swabs of four. 
No cytopathogenic agents were isolated from their 
spinal fluids. Two agents were recovered from stools 
of healthy household associates, while their other 
specimens were negative. One stool agent was re- 
covered from a nonhospitalized patient. All 14 agents 
were examined in a tissue-culture neutralization test 
against prototypic poliomyelitis monkey antiserums. 
None of the 14 agents was neutralized by a mixture 
of the three types of poliomyelitis antiserums. It was 
therefore concluded that these agents were not polio- 
virus or a mixture of polioviruses. 

Four stool agents (no. 11, 14, 18, and 28), from 
patients representing the four families studied, were 
examined in a virus neutralization test with Coxsackie 
prototypic antiserums of those types presently known 
to be cytopathogenic in tissue culture (types A9 and 
B1-5). None of these agents was neutralized by the 
above serums. In addition, the above four agents were 
inoculated into infant mice less than 24 hours old via 
the intraperitoneal route. There was no evidence of 
illness in the inoculated mice. In three instances, a 
second blind passage was made in infant mice with 
mouse brain-muscle suspensions; there was no ap- 
parent infection. Inoculation of the first-passage brain- 
muscle suspensions into tissue culture failed to dem- 
onstrate the presence of live virus and indicated a 
failure of the virus to survive through one passage 
in infant mice. 

Since the Holland agents were not identifiable as 
poliomyelitis or Coxsackie viruses, according to both 
serologic and animal inoculation studies, they were 
designated at this point as orphan viruses. The fol- 
lowing serologic studies were undertaken to elucidate 
the antigenic relationships of the 14 agents among 
themselves and to known ECHO virus types. Two 
of the fecal agents (no. 14 and 18) were selected for 
the preparation of specific antiserums. Rabbits were 
given 1 ml. of undiluted virus intravenously followed 
by five weekly doses of 1 ml. intramuscularly. Seven 
to 10 days after the last dose, the rabbits were 
exsanguinated by cardiac puncture. The antiserums 
thus prepared were capable of neutralizing 100 
TCD ;. of homologous virus in titers of 64 to 512. (All 
neutralization titers are expressed as reciprocals of 
the 50% serum dilution end-points.) All of the 14 or- 
phan viruses were readily neutralized by either of the 
two Holland prototypic rabbit antiserums. It was 
thus apparent that the 14 orphan agents isolated in the 
Holland study were of the same serologic type. 

In addition, the two Holland orphan strains were 
examined serologically with rabbit antiserums pre- 
pared against four other orphan viruses isolated from 
patients residing in other communities in western 
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New York who had had aseptic meningitis in 1955. 
Table 3 summarizes the results. It was found that the 
Holland agents were serologically related to two of 
the other four agents, one from Buffalo (no. 25) and 
the other from Springville, N. Y. (no. 8). The re- 
maining two orphans from Batavia (no. 801) and 
Buffalo (no. 32) were found to be serologically alike 
but unrelated to the Holland group. For simplification, 


TABLE 3.—Serotyping of Orphan Viruses Isolated 
from Patients with Aseptic Meningitis 


Antiserum 


Virus - 
Neutral- Ho'land, N. Y. Other Isolations in Western N. Y. 
ized A— — Gamma 


(No.) 18 14 25 8 $2 801 Globulin 
18* +8 + + + + 
14* + + + + _ - + 
25* + + + + + 

s* + + + + - - + 
32+ + + + 

ECHO 

Type 6 N.D.t N.D. + 
BOP-1 

+ BOP-2. 

t N.D. = not done. 

$ + = positive, — — negative. 


the Holland agents and serologically related orphan 
viruses were designated tentatively as Buffalo orphan 
prototype-1 (BOP-1), and the second serotype, repre- 
senting the two orphan agents from patients no. 801 
and 32, was designated as BOP-2. 

To determine relationship to presently known 
ECHO virus types, the 13 ECHO virus prototypes 
were examined in a virus neutralization test against 
BOP-1 and BOP-2 rabbit antiserums, with 100 TCD ;. 
of each virus employed. ECHO virus type 6 was speci- 
fically neutralized by BOP-1 antiserum but not by 
BOP-2 antiserum. It was concluded that the 14 orphan 
viruses isolated from Holland patients with aseptic 
meningitis and their healthy family contacts, as well 
as two other orphan agents isolated from patients with 
aseptic meningitis, were serologically identical with 
the ECHO type 6 prototype. As has been noted in 
table 2, no viral agents were recovered from cerebro- 
spinal fluid specimens from the seven Holland patients. 
However, during the investigation of the concurrent 
generalized outbreak of seasonal aseptic meningitis in 
western New York (July through September, 1955), 
a total of 10 orphan agents were recovered from 
cerebrospinal fluid specimens from hospitalized pa- 
tients. Seven of these 10 agents have been found to be 
serologically identical with ECHO type 6. 


Antibody Response in Patients 


Poliovirus Antibody Studies.—The serums obtained 
during the acute and convalescent stages of the disease 
from the seven patients from Holland were studied 
for their circulating antibody to poliomyelitis. The 
antibody determinations were made by means of a 
metabolic inhibition test, with fourfold dilutions of 
serum used. During the course of illness, there was no 
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demonstrable rise in poliovirus neutralizing antibody 
detected in any patient. It was concluded from the 
virus-isolation and serologic evidence that infection 
with any one type of poliovirus had not occurred dur- 
ing the period of illness. 

ECHO Virus Type 6 Antibody Studies.—Antibody 
studies on the Holland patients’ serums were carried 
out in a tissue-culture virus-neutralization test with 
ECHO virus type 6. Twofold dilutions of serum were 
tested against 100 TCD ;) of ECHO virus type 6. Four 
tissue-culture tubes were employed per serum dilu- 
tion. The 50% serum dilution end-point (Reed and 
Muench) was determined, based on readings made 48 
hours after all virus control tubes showed definitive 
cytopathogenic effect. Table 4 summarizes the results 
obtained. The patients demonstrated rises in circulat- 
ing antibody to ECHO type 6 virus in a characteristic 
manner. During the first three days of illness there 
was little or no demonstrable antibody. Between 5 and 
12 days, circulating antibody to the virus appeared, 
although in modest titer. Seven months after infection, 
neutralizing antibody was still present. In view of the 
low order of neutralizing-antibody response, it was 
considered of interest to do determinations of the 
antibody content of human gamma globulin to ECHO 
virus type 6. Human gamma globulin was therefore 
employed in a neutralization test with one of the 
Holland agents (no. 14) and also with the prototype 
ECHO virus type 6. The antibody titers were 32 
against each of the viruses. This titer is significant, 
although of low order. 


Comment 


Etiological relationship between a common endemic 
agent and a common clinical syndrome occurring 
simultaneously in a community is difficult to establish. 
Proof of such relationship must at the present time 
depend upon the demonstration of (a) association of 


TABLE 4.—Neutralizing Antibody Titer Versus ECHO Virus Type 
6 in Seven Patients with Aseptic Meningitis in Holland, N.Y. 


Pa- Day of Disease 
tient -—— 7-Mo. 
No. 1 2 3 4 5 6 7 8 9 W Tl WW Follow-Up 
ll 2.5 >64 48 
4 <2 ll 22 
15 <2 9 4 
16 <2 27 5 
17 <2 <2 14 10 
18 <2 27 27 
28 <3 32 55 


the agent with clinical cases, (b) recovery of the 
agent from a parenteral site of disease (e. g., cerebro- 
spinal fluid), (c) specific neutralizing antibody re- 
sponse during the course of illness, and (d) corollary 
epidemiological evidence within a localized outbreak. 

The need for careful evaluation of the role of the 
orphan viruses in disease is emphasized by the fact 
that orphan viruses have already been demonstrated 
to be worldwide in distribution and highly prevalent 
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during the summer months. They have been isolated 
from fecal material from many areas in the United 
States * and also in Egypt," the Philippine Islands,* 
Canada,° and Sweden.'" Two recent surveys have 
shown that orphan viruses may be common enteric 
inhabitants. In one survey undertaken by Ramos- 
Alvarez and Sabin, of 1,566 healthy children in Ohio 
in the summer of 1953, 25 orphan viruses were re- 
covered from the stools, or an over-all rate of 1.6%.** 
In the group with the highest recovery rate, namely, 
children under 10 years of age who came to clinics 
from families with low income, the recovery rate was 
approximately 6%. These isolations fell into at least 
three serotypes. In a three-year survey of a healthy 
population of children in West Virginia, orphan vir- 
uses were recovered by Honig, Melnick, and co- 
workers in 33 instances from 1,558 stool specimens, a 
rate of 2.1%.*” The highest recovery rate, 11.2%, was 
from a low socioeconomic area in the four-month pe- 
riod from July through October. 

The present demonstration of 7 ECHO 6 viruses 
among 10 orphan agents recovered from the spinal 
fluids of patients with aseptic meningitis in western 
New York is indicative of the invasive properties of 
this virus. Duncan, Rhodes, and others *” recovered 
two orphan agents, type unidentified, from the spinal 
fluids of patients with aseptic meningitis. Steigman, 
Kokko, and Silverberg isolated an orphan agent from 
the spinal cord of a child with a fatal infection that 
clinically and pathologically resembled bulbo-spinal 
poliomyelitis.’ This agent has recently been identified 
serologically as ECHO virus type 2.° Further attempts 
to isolate and identify ECHO virus from spinal fluid 
and nervous tissue will be helpful in establishing the 
full range of the clinical central nervous system syn- 
dromes produced by ECHO viruses. 

The Holland patients’ neuralizing antibody response, 
although of a modest order, is in keeping with the 
low level of antibody for ECHO 6 found in pooled 
human gamma globulin. This may suggest that under 
natural conditions of infection the ECHO 6 virus is 
a poor antigen. However, the absolute level, depend- 
ent as it is upon the technique of mensuration, may 
simply reflect an artefact of the methods employed. 
With use of an analogous technique, neutralizing anti- 
body titers against poliovirus are approximately ten- 
fold to fiftyfold higher. If one assumes that the pooled 
gamma globulin represents an approximate twenty- 
fold concentration of antibody, one can presume that 
the rather low titer of 32 suggests either a small num- 
ber of adults with sustained high titers of antibody 
in the population or perhaps a larger number of 
adults with a barely detectable neutralizing titer. The 
serologic experience of the population is under study. 
Utilization of a rise in neutralizing antibody as a 
diagnostic tool appears to be feasible in this disease, 
since serum taken prior to the fifth day of disease 
will in general fail to show antibody and that taken 
after the fifth day will demonstrate a rise. This is in 
contrast to the serodiagnosis of poliomyelitis, where 
the neutralizing antibody has, in the majority of cases, 
attained maximal titer at the time of recognition of 
the disease and hospitalization. 
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The clinical course of illness of the Holland cases 
was typical of the syndrome known as aseptic meningi- 
tis. On admission, symptoms and signs of the patients 
could not be distinguished on clinical grounds from 
those of preparalytic poliomyelitis. In retrospect, sev- 
eral features distinguished the Holland cases of aseptic 
meningitis. First was the apparent high familial inci- 
dence of this illness as compared to that usually seen 
in poliomyelitis. As a corollary, the percentage of 
manifest versus inapparent disease appeared to be 
higher than in poliomyelitis. Second, it was noticeable 
that hot moist packs to the back (prone packs) were 
not required for more than two or three days, indicat- 
ing the rapid subsidence of back and hamstring spasm. 
The significance of the mild muscle weakness and de- 
pressed deep tendon and superficial reflexes could 
not be properly assessed because of lack of controls. 

There are already several indications that the as- 
sociation of ECHO virus type 6 with a localized out- 
break of cases of aseptic meningitis as occurred in 
Holland may not be an unusual or isolated occur- 
rence. Studies of a large epidemic of aseptic meningi- 
tis in all of western New York in 1955 indicate that 
such an association was widespread. Simultaneously, 
at the other end of the state, in Troy, an epidemic of 
presumably the same illness was studied by Dalldorf.” 
Many strains serologically identical with ECHO virus 
type 6 were isolated from patients’ stools. An outbreak 
of nonparalytic poliomyelitis in Massachusetts during 
the summer of 1954 was recently described by Kibrick 
and others.’® A high recovery rate of orphan viruses, 
largely ECHO virus type 6, was made from patients 
with this illness. 

Summary 


An outbreak of aseptic meningitis, involving 24 
cases, including seven hospitalized children, occurred 
in Holland, N. Y., population 500, in July, 1955. The 
predominant clinical symptoms and signs included 
fever, frontal headache, signs of meningeal irritation, 
nausea and vomiting, generalized vague pains, mini- 
mal transitory muscle weakness, depression of super- 
ficial and deep tendon reflexes, and pharyngeal in- 
jection. All patients had a pleocytosis, predominantly 
lymphocytic. ECHO virus type 6 was isolated from 
7 stools and 4 pharyngeal specimens of 7 hospi- 
talized children, from 2 of 10 stools and none of 6 
pharvngeal specimens of 13 healthy household as- 
sociates, and from 1 of 3 stools of 3 nonhospitalized 
patients. All seven hospitalized patients developed a 
neutralizing antibody response to ECHO virus type 6 
beginning on the fifth day of illness. The antibody was 
still present after seven months. Pooled human gamma 
globulin had a_ neutralizing antibody titer of 32 
against this agent. In addition, 10 orphan agents 
were isolated from the spinal fluids of patients in 
other communities during the course of a subsequent 
generalized outbreak of seasonal aseptic meningitis 
in western New York. Seven of these agents were 
identified as ECHO virus type 6. The high virus re- 
covery rate from stool and pharynx, the epidemiologi- 
cal data, the neutralizing antibody response during 
the course of illness, and the demonstration of virus 
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in the spinal fluid of patients are presented as evidence 
for establishing an etiological role for ECHO virus 
type 6 in seasonal aseptic meningitis. 


Addendum 


Since this paper was submitted for publication, 
Davis and Melnick "* have reported 24 cases of aseptic 
meningitis associated with recovery of ECHO virus 
type 6. 


This study was aided in part by contracts with the Communicable Disease 
Center, U. S. Public Health Service, Atlanta, Ga., and the Erie County 
(N. Y.) Laboratory. 

The prototypic poliomyelitis monkey antiserum used in this study was sup- 
plied by Dr. Herbert Wenner, University of Kansas, Kansas City. The Cox- 
sackie prototypic antiserum was supplied by Dr. Gilbert Dalldorf and Miss 
Grace Sickles, New York State Department of Health, Albany. The 13 
ECHO virus prototypes were supplied by the Committee on ECHO Viruses. 
The human gamma globulin a 16.5% concentration without preservative, 
was supplied as C-262 by Lederle Laboratories Division, American Cyana- 
mid Company, Pearl River, N. Y. 

Drs. Clinton Strong, Holland, N. Y., and A. Wilmot Jacobsen, Buffalo, 
made available clinical data on their patients for this study. 
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METHYLPHENIDATE (RITALIN) HYDROCHLORIDE PARENTERAL SOLUTION 


PRELIMINARY REPORT 


John T. Ferguson, M.D., Frank V. Z. Linn, M.D., John A. Sheets Jr., M.D. 


Mervyn M. Nickels, M.D., Traverse City, Mich. 


The psychoanaleptic activity, or stimulating activity 
on the central nervous system, of orally administered 
methylphenidate (Ritalin) hydrochloride is well doc- 
umented clinically." However, clinical information con- 
cerning this drug in a new form, methylphenidate ( Rit- 
alin) parenteral solution (1%), is needed. This report, 
although covering our observations made during ap- 
proximately six months of intravenous administration of 
this solution to 164 hospitalized mental patients, has 
been prepared primarily as a preliminary report of 
findings observed when this solution was administered 
to 11 chronically regressed, negative, and underactive 
patients who had been hospitalized for an average 
of 16 years. 

Effects of Drug 


In our preliminary evaluation of methylphenidate 
parenteral solution, we first administered the drug 
intravenously to. patients demonstrating sleepiness, 
lethargy, tremors, drooling, nasal congestion, conjunc- 
tivitis, and Parkinson-like gait produced by too much 
reserpine, promazine, or chlorpromazine hydrochlo- 
ride. One hundred six of the 164 patients who received 
10 mg. (1 cc.) of the solution intravenously demon- 
strated improvement of their mental alertness and a 


From the Traverse City State Hospital. 


¢ Methylphenidate hydrochloride was administered 
in 10-mg. doses by intravenous injection to 164 
hospitalized mental patients who manifested sleep- 
iness and other symptoms of overdosage with tran- 
quilizing drugs. The conditions of only 4 of the 164 
were refractory to the analeptic effects of the 
methyphenidate; the other 160 all responded to 
one, two, or at most three injections by increase in 
alertness and decrease in side-reactions. Safe and 
effective dosages were thus determined, and in ad- 
dition it was found that the improved condition of 
151 of the 160 patients could be maintained by 
giving the methylphenidate solution thrice daily by 
mouth. A group of 11 chronic, regressed, underac- 
tive patients were then treated with intravenous in- 
jections of the drug. Three injections of 10 mg. 
sufficed in every case to cause marked clinical im- 
provement, with increased activity, sudden aware- 
ness of surroundings, and other marked changes of 
behavior. These changes were obtained repeatedly, 
appeared promptly, were of limited duration, and 
were nof seen after injections of a placebo. They 
are exemplified in the case histories of two patients 
who, after 21 and 17 years of extreme inactivity in 
the hospital, showed dramatic improvement in be- 
havior. 
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decrease in their side-reactions within 5 to 90 minutes 
after the injection. Thirty-eight of the 164 responded 
only after a second intravenous injection of 10 mg. 
was administered, and 16 of the remaining 20 required 
30 mg. intravenously before a clinical change was 
recorded. The remaining 4 of the 164 showed no 
change, even though their dosage was raised to 90 
mg. intravenously. 

After administering 10 to 30 mg. intravenously, as 
individually needed, three times daily for periods 
ranging from 24 to 72 hours (three to nine injections ), 
we have been able to maintain the improved condition 
of 151 of the 160 patients with a comparable dose of 
methylphenidate given orally three times a day. Dur- 
ing the period that the methylphenidate solution was 
administered intravenously, we recorded no gross 
change in blood pressure, pulse, or respiration for 160 
of the 164 patients. Eight of the 164 became appre- 
hensive and fearful after two to four injections, and 8 
others became overactive. These symptoms were alle- 
viated when the dosage was decreased. There was no 
evidence of serious changes of the skin or tissues at 
the site of injection, even when extravasation occurred 
on a few occasions; also there was no evidence of 
phlebitis. Thus it is indicated that this parenteral solu- 
tion seems to be well tolerated locally as well as 
systemically. 

From the 164 patients we had acquired a knowledge 
of indication for use of the drug as well as the proper 
dosage, safety, and activity of the drug. This prompted 
us to try a course of therapy with methylphenidate 
parenteral solution on a group of chronically regressed, 
underactive patients. Our basic requirements for the 
patients were simple: a long history of underactivity, 
no visible reaction when a towel or other object was 
tossed toward them, and a behavior pattern that indi- 
cated they needed help in executing routine daily 
tasks. Eleven such patients were chosen from another 
service. An initial intravenous injection of 10 mg. of 
methylphenidate parenteral solution produced no clin- 
ical change in the 11 patients. However, after the 
second 10-mg. injection and more noticeably after the 
third intravenous injection of 10 mg. was administered, 
there was marked clinical improvement in all 11 pa- 
tients—within minutes. To illustrate the type of patient 
in this special study and to give examples of our 
method of administering the solution, two cases are 
presented. 

Report of Cases 


Case 1.—A 44-year-old male had been admitted to the Trav- 
erse City State Hospital in 1935. He never talked, even when 
prodded. During the 21 years of his hospitalization he spent 
practically every waking hour sitting in a chair in the same corner 
of the same ward without moving. He had to be started to meals, 
told to go, and helped at the toilet. He needed help in dressing 
and undressing. He made no visible reaction when a towel was 
repeatedly thrown to him. At 2:50 p.m. on Sept. 5, 1956, he 
was given 10 mg. of methylphenidate parenteral solution intra- 
venously. He showed little response. At 2:53 p.m. of the same 
day he was given a second 10 mg. intravenously. At 2:56 p.m. he 
caught a baseball when it was thrown to him and soon was play- 
ing catch with the nurse. At 5 p.m. he got in line for supper, 
after going to the toilet without being told to do so. In this short 
time he demonstrated more voluntary movement and more men- 
tal alertness than had been seen during the total of his 21 years 
in the hospital. This new pattern lasted approximately five hours. 
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On Sept. 9, 1956, the experiment was repeated, with the adminis- 
tration of a single 30-mg. intravenous injection. The response 
was even more dramatic. In less than five minutes the patient 
was not only playing ¢atch but was able to examine the ward 
as if it were his first time to see parts of it, although he had 
been a patient there for 21 years. 


Case 2.—A 41-year-old male had been admitted to the hos- 
pital in 1939. During the 17 years that he had been a patient 
he had never been known to move without help. If his arms or 
legs were placed in some unorthodox position, they would remain 
as placed for hours. He needed help and prodding for his every 
act. At 2:55 p.m. on Sept. 5, 1956, he was given 10 mg. of 
methylphenidate parenteral solution intravenously. At 2:58 p.m. 
he was given the second 10 mg. intravenously, and at 3 p.m. 
he was given another 10 mg. intravenously, thus making a total 
of 30 mg. At 3:05 p.m. he was playing catch with the nurse 
and the patient discussed above. His mental awakening lasted 
approximately four and one-half hours. On Sept. 9, 1956, the 
experiment was repeated, with the administration of a single 
intravenous injection of 30 mg. Within five minutes he was 
playing catch, although he seemed more interested in his hands 
—as if testing every possible movement. 


Comment 


On Sept. 12, 1956, the 11 chronically regressed, un- 
deractive patients of the special group who had been 
tested with methylphenidate parenteral solution were 
tested with placebo injectable solution. Four re- 
ceived as much as 100 mg. (10 cc.) intravenously, 
without any change from their old pattern. The day 
after the placebo had been given, the 11 patients were 
then given 20 to 30 mg. of methylphenidate parenteral 
solution intravenously. All responded to the drug as 
they had previously. During the experiments, blood 
pressure level and pulse and respiration rates were 
recorded. No changes of significance were recorded. 

Therapy with methylphenidate parenteral solution 
was not continued in 4 of the 11 patients, in order that 
we may Clinically evaluate the activity of other ana- 
leptics. This work is in a preliminary stage. However, 
at this time, none of the other drugs so far tested have 
produced the dramatic response seen with methyl- 
phenidate parenteral solution. Six of the seven patients 
in whom therapy with orally given methylphenidate 
has been continued have shown a slow, steady 
improvement, almost in proportion to the time and 
retraining they have been givén. The improved condi- 
tion of one patient is maintained only when he is given 
methylphenidate parenteral solution intravenously or 
intramuscularly. 

Because of its safe, fast action in overcoming most of 
the so-called side-reactions of the tranquilizing drugs 
and because of the improvement we have witnessed in 
chronically underactive patients, the parenteral form of 
methylphenidate gives promise of opening new doors 
in our quest to eradicate mental illness. Further 
studies are recommended. 

The methylphenidate hydrochloride used in this study was supplied as 


Ritalin parenteral solution (1%) by Ciba Pharmaceutical Products, Inc., 
Summit, N.J. 
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DISEASE IN NEWBORN INFANTS 


McLemore Birdsong, M.D., David E. Smith, M.D., Fred N. Mitchell, M.D. 


and 


J. Hicks Corey Jr., M.D., Charlottesville, Va. 


The purpose of this paper is to discuss the clinical 
picture, etiology, and pathology of cytomegalic in- 
clusion disease as seen in infancy and to describe two 
cases. One case was diagnosed bv the examination of 
urinary sediment and is the third reported case with 
recovery of the patient; the second case was diagnosed 
at autopsy and is typical of the usual past experience 
with this disease. 

Report of Cases 


Case 1.—A 2,280 gm. (5 Ib.) female was born after eight 
months gestation terminated by a normal labor and an uncom- 
plicated spontaneous delivery. Both parents were blood type O, 
Rh positive. At birth the infant was moribund and had severe 
jaundice, with ecchymoses noted over the back. The head and 
buttocks appeared abnormally small, A grade 1 precordial mur- 
mur was heard, and the cardiac rate was found to be variable. 
The respirations were irregular, numbering only one to two per 
minute. The liver was palpable at the iliac crest, and the spleen 
was similarly enlarged. Ecchymoses became progressively wide- 
spread, and the patient’s condition deteriorated rapidly, with 
death occurring one hour after birth. A venipuncture was per- 
formed shortly after birth, and bleeding continued for several 
minutes after death. 

The white blood cell count was 80,000 per cubic millimeter, 
corrected to 38,100; a differential count showed 4 band cells, 18 
polymorphonuclear cells, and 78 lymphocytes. The hemoglobin 
level was 10 gm. per 100 cc. There were 300 nucleated red blood 
cells per 100 white blood cells, there was marked anisocytosis of 
the red blood cells, and there were no demonstrable platelets. 
The infant’s blood type was O, Rh positive. The direct Coombs’ 
test was negative, and the Wassermann test was negative. Studies 
on the mother’s blood failed to reveal any abnormal agglutinins. 
It was impossible to carry out other studies. 

Postmortem Examination.—On gross examination the principal 
findings were slight icterus, widespread petechiae, and marked 
enlargement of the spleen and liver. Petechiae were present on 
all the body surfaces; in the mucosa of the esophagus, stomach, 
ileum, colon, and urinary bladder; in the pleura; and in the kid- 
neys. The heart was normal. The lungs were airless, moist, and 
heavy. They contained hemorrhages that were particularly promi- 
nent in the interlobular septums. The abdomen contained a small 
amount of icteric fluid, and there was a generalized enlargement 
and reddish discoloration of the lymph nodes in the mesentery, 
mediastinum, and retroperitoneal regions. The liver was greatly 
enlarged to a weight of 156 gm. and extended 5 cm. below the 
costal margin, as did the spleen, which weighed 52 gm. The kid- 
neys were slightly enlarged, and their cortical architecture was 
obscured by multiple dark hemorrhagic areas. In the cranial 
cavity there was a small amount of clotted blood of undetermined 
origin on top of the tentorium. The brain was of normal size and 
configuration and contained no lesions on sectioning. 

Microscopically the principal lesions were the cells with in- 
clusions and widespread extramedullary hematopoiesis, consisting 
principally of erythroblastic cells but including myeloblasts and 
usually accompanied by appreciable interstitial hemorrhage. The 
inclusions (fig. 1) were of typical type and occurred in greatly 
enlarged cells. The intranuclear inclusions were very large, ovoid, 
amphophilic, and rather homogeneous. They were surrounded by 
halos devoid of chromatin, and the chromatin was condensed 
upon the distended nuclear membrane. Examples of the irregular 
basophilic cytoplasmic inclusions were much less numerous than 
those of the intranuclear inclusions, These inclusions weie present 
in the ducts of the parotid gland; large cells that lay loose in the 


From the departments of pediatrics and pathology, University of Vir- 
tinia School of Medicine. 


* Generalized cytomegalic inclusion disease is an 
intrauterine infection that, in its most serious form, 
causes symptoms at or soon after birth. The two in- 
fants here described had icterus, extensive petechial 
or ecchymotic hemorrhages, hepatomegaly, spleno- 
megaly, and various laboratory findings indicating 
a severe blood dyscrasia. One infant died an hour 
after birth; the other at birth exhibited signs of 
hemolytic icterus and an anemia that progressed 
at first but was ultimately controlled. Numerous 
fresh urine specimens obtained from the second 
infant during the first two weeks yielded a sediment 
that, on fixing and staining, exhibited enlarged 
cells with typical cytoplasmic as well as intranuclear 
inclusions. The second infant is one of three now 
known to have survived this disease. The causative 
organism is a salivary g'and virus that probably 
infects a large proportion of the population sub- 
clinically at an early age. The infant who survived 
was treated with vitamin K intramuscularly, ben- 
zathine penicillin G _ orally, prednisolone, and 
corticotropin. 


alveoli of the lungs; the ducts; and other epithelial cells in the 
portal spaces of the liver, the pancreas (where the islets of 
Langerhans were particularly involved), tubular epithelium in 
the kidney, and the pituitary, thymus, and thyroid. One example 
was found in an endothelial cell in a cervical node. In the brain, 
several inclusion-bearing cells were present in the neonatal glial 
mass beneath the ependyma of the lateral ventricles. 

Extramedullary hematopoiesis accompanied by significant 
hemorrhage (fig. 2) was present in the kidneys, liver, and lungs. 
Hematopoietic tissue without hemorrhage was seen in the spleen, 
lymph nodes, and thymus and to a slight extent in the epicardium, 
adrenals, uterus, and pituitary. The liver showed considérable 
disarrangement in addition to the inclusion cells and the hema- 
topoiesis and hemorrhage. The liver cell cords were poorly de- 
veloped, and the portal spaces were enlarged and contained 
irregular and broken cholangioles and an infiltration by lympho- 
cytes and leukocytes. The bone marrow was solidly cellular and 
contained an excessive proportion of erythroblastic cells but no 
other abnormalities. 


Case 2.—A 2,580 gm. (5 Ib. 11 0z.) male was admitted by birth 
to the newborn service of the University of Virginia Hospital on 
Oct. 28, 1955. The mother, blood type A, Rh positive, Was a 
primigravida who had experienced an uncomplicated nine-month 
pregnancy. Labor was complicated by mild preeclampsia. De- 
livery was facilitated by the use of low forceps. The infant 
demonstrated the following positive physical findings: (1) a mild 
degree of icterus of the scleras, a generalized petechial and pur- 
puric eruption, and scaling of the hands; (2) lethargy, although 
the Moro reflex was active and bilaterally equal; and (3) the 
spleen palpable 4.5 cm. below the left costal margin and the 
liver palpable 2 cm. below the right costal margin. On the second 
day of life a grade 1, high-pitched, systolic, nonradiating murmur 
was heard at the left sternal border in the fourth and fifth left 
intercostal spaces. 

The initial laboratory studies demonstrated anemia, bilirubi- 
nemia, prolonged bleeding time, and poor clot retraction. The 
bone marrow showed no megakaryocytes, an increased number 
of nucleated red blood cells, and an over-all decrease in cellular- 
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Fig. 1.—Intranuclear and cytoplasmic inclusion bodies of the salivary 
gland virus type in an enlarged renal tubular epithelial cell (case 1). 
(x 1,000). 


ity. Subsequent blood studies showed progressive anemia, which 
eventually stabilized, reticulocytosis, and a marked depression 
of the thrombocytes. Results of other laboratory tests included 
the following data: Blood type O, Rh negative; Coombs’ test 
negative; Kline test negative; blood cultures negative; and paren- 
tal blood group incompatibilities absent. Maternal platelet count 
was 110,000 per cubic millimeter (direct ), and studies for toxo- 
plasmosis on the infant and mother were negative. Results of 
Van den Bergh’s test were direct negative and indirect 6 mg. per 
100 ce. on Oct. 28, 1955, the indirect being 0.2 mg. per 100 cc. 
on Nov. 28, 1955. Repeated white blood cell counts and smears 
were regarded as normal. A urine specimen on Nov. 1, 1955, con- 


Fig. 2.—Extramedullary hematopoiesis in interstitial tissue of kidney 
(case 1). These foci were often accompanied by hemorrhage ( x 240). 
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tained 2 + albumin and 3 to 5 coarse granular casts but was 
otherwise normal. Stool examination, including trypsin activity, 
was normal. At birth the coagulation time was 3 minutes, 24 
seconds; clot retraction time two hours; and the bleeding time 
30 minutes. Thymol turbidity was 4.6 units, and the methylene 
blue dye test was negative. The platelet counts and serum protein 
analysis are given in the table. X-rays of the skull and long bones 
were normal, and funduscopic examination by an ophthalmologist 
failed to show any abnormalities. Beau’s lines were noted on the 
16th hospital day. 

Upon admission to the nursery for newborn infants, the pa- 
tient was given 5 mg. of vitamin K intramuscularly. Oral admin- 
istration of benzathine penicillin G ( Bicillin), 50,000 units, was 
begun twice daily. The infant was placed on therapy with pred- 
nisolone ( Meticorten) given in divided doses of 30 mg. the first 
day, 20 mg. the second day, and 15 mg. daily thereafter for a 
period of two months, at which time the steroid therapy was dis- 
continued while corticotropin was administered. During the first 
two weeks of the 26-day hospitalization, numerous fresh urine 
specimens were obtained. The sediment was fixed in formalde- 
hyde, and the smears were stained with hematoxylin-eosin and 
Wright-Giemsa stains. Cells typical of cytomegalic inclusion 


Fig. 3.—Two epithelial cells with intranuclear inclusions from urinary 
sediment (case 2). The cells were generally sufficiently disrupted that no 
clear examples of the cytoplasmic inclusions were found (x 1,300). 


disease were demonstrated on several occasions (fig. 3). During 
the three and one-half months of follow-up examinations, clinical 
progress was satisfactory, without evidence of jaundice and 
purpura, even though there was some persistence of anemia and 
diminished production of megakaryocytes on bone marrow 
examination. 


Comment 


History, Etiology, and Clinical Findings.—The sal- 
ivary gland viruses are the etiological agents of human 
cytomegalic inclusion disease and of related conditions 
in many species of animals. These viruses are ubiq- 
uitous infectious agents whose names are derived 
from the early recognition that their characteristic 
lesions occurred most frequently in salivary glands. 
The inclusions formed by the action of the viruses were 
first confused with protozoa, but in 1926 Cole and 
Kuttner ' showed that typical lesions in guinea pigs 
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were due to a transmissible and filterable agent. It was 
then discovered that there were a number of agents 
that produced the characteristic lesions in various 
animals but that each strain was species-specific. Ex- 
cept on inoculation into very young animals, the 
infections produced by these viruses are innocuous. 

Knowledge of the human infection has rested on the 
analogy of the morphological changes in human tissues 
with those in animal tissues until recently, when 
Smith * successfully propagated the human virus in 
tissue cultures. Evidence of infection by this virus may 
be found in tissues under three principal circum- 
stances: (1) incidentally in the salivary glands, (2) in 
various organs of children and adults who have been 
ill with other diseases, and (3) disseminated through- 
out many organs in the newborn infant. 

The incidence of the typical inclusions within the 
salivary glands in routine autopsies of children has 
been reported as 10 to 32%.° This strongly suggests 
that this virus subclinically infects a large proportion 
of the population at a relatively young age. The dis- 
seminated occurrence of the inclusions in older chil- 
dren and adults has usually been observed in 
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of normal neonatal periods with the subsequent onset 
of illness during early infancy. Varied symptoms, in- 
cluding vomiting, diarrhea, failure to gain weight, 
chronic eczema, convulsions, and cyanosis, were de- 
scribed by these authors and they suggested that signs 
and symptoms might be expected to vary depending 
upon the organs and tissues most severely damaged by 
the virus. Cases of congenital brain damage, with cal- 
cification, similar to those caused by toxoplasmosis 
have also been described, and it is suspected that some 
of these infants may survive.° 

In the most serious form of the disease, symptoms 
occur at or soon after birth. This severe generalized 
infantile disease, as illustrated by the two cases in this 
report, is apparently due to an intrauterine infection. 
The signs and symptoms are immediately apparent in 
the postnatal period, and evidence of the active disease 
has been seen in stillborn infants. As in hemolytic dis- 
ease of fetus and newborn infant, the infants are born 
with some evidence of the disease and develop alarm- 
ing symptoms in the first few days. The usual signs 
and symptoms are jaundice, hepatomegaly, spleno- 
megaly, purpura, thrombocytopenia, and hemolytic 


Platelet Counts and Serum Protein Analysis of Patient (Case 2) Who Recovered from Cytomegalic Inclusion Disease 


Platelet Count 
Cu. Mm. 


Serum Protein Analysis 2/14/56 


Values Normal 
Found Values 
Serum Protein Pattern (Paper Electrophoresis) 


association with other severe diseases and is probably 
beyond the salivary gland. The generalized disease 
in the newborn infant appears to be a primary infection 
by the virus. 

Although no significant illness has ever been recog- 
nized in the mothers of these infants, it is very inter- 
esting that the mothers are often primigravida and 
from relatively isolated rural homes,or communities. 
Such circumstances suggest that thi¥¢€ondition results 
when the mother has an initial, subclinical infection 
with the virus coincidental with her pregnancy. As no 
cases have been reported of the occurrence of gen- 
eralized infantile cytomegalic inclusion disease in 
more than one child of a given mother and since it 
appears that most adults have had the infection at 
some time in their lives, it appears that infection of the 
mother prior to her pregnancy presents no danger. 

The generalized infantile disease may be due to 
either an intrauterine or a postnatal infection. In the 
case reported by Gallagher,* an infant developed a 
pulmonary infiltration that progressed to cyst forma- 
tion in early infancy. On removal of the involved lobe 
of the lung when the child was 2 months old, typical 
inclusion bodies were discovered in the bronchial 
epithelium. This infant survived and apparently has 
had no recurrence of the disease. Several other cases, 
such as that of Bacala and Burke,* present histories 


anemia. Other less frequently described findings are 
intracranial calcifications, cerebral hemorrhage, con- 
vulsions, and cyanosis.° Late-occurring symptoms in- 
clude vomiting, diarrhea, failure to gain weight, and 
chronic eczema.” 

The differential diagnosis is that of jaundice, hemo- 
lytic anemia, and thrombocytopenia. Diseases that 
should be considered are hemolytic disease of fetus 
and newborn infant (Rh, ABO, and other blood incom- 
patibilities ), congenital syphilis, spherocytosis, non- 
spherocytic hemolytic anemia, congenital obstructions 
of the bile ducts, acute sepsis, toxoplasmosis, and ga- 
lactosemia, as well as other less common considera- 
tions. Fetterman’ was the first to show that the diag- 
nosis can be made by careful examination of fresh 
urinary sediment. The finding of tubular epithelial 
cells with the characteristic inclusions in the sediment 
is diagnostic of cytomegalic inclusion disease. At the 
present time, this is the only way to make the diag- 
nosis in the living patient, except by removal of 
tissue for histological study. 


Treatment 


At this writing little is known concerning the treat- 
ment of cytomegalic inclusion disease. Margileth,* in 
the medical management of the first surviving patient, 
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used cortisone. In our surviving patient steroids were 
also used. The rationale for steroid therapy was based 
on recognition of the severe hemolytic features and 
the knowledge that in other hemolytic diseases corti- 
sone has been helpful. The mechanism of the hemolytic 
process is not known exactly, but it seems reasonable 
to assume that, since cytomegalic inclusion disease 
is caused by a virus, abnormal antibodies might ac- 
count for the finding of a hemolytic process in these 
cases. Cortisone has also been used successfully in the 
treatment of thrombocytopenia, which is a character- 
istic feature of this disease and which was extremely 
severe in our patient. 

Exchange transfusion has been advocated but not 
vet reported in the treatment of cytomegalic inclusion 
disease. The hematological findings represent those of 
a hemolytic anemia secondary to the viral infection. 
It would seem that exchange transfusion would be use- 
ful in temporarily decreasing the circulating antibody, 
assuming that an abnormal antibody is present. This 
form of therapy should be given serious consideration 
in cases diagnosed in the future. Gamma globulin has 
been recommended in the treatment of this disease, 
but we can find no rationale for its use. Antibiotics may 
be used prophylactically, with no idea of affecting the 
course of the primary disease process. 


Summary 


Of two cases of generalized neonatal cytomegalic 
inclusion disease, in one, a nonfatal case, the diagnosis 
was made clinically and confirmed by demonstration 
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of inclusions in cells in the urinary sediment; in the 
other, the clinical and pathological features were 
typical of most previously reported cases. This disease 
is an intrauterine virus infection and is characterized 
by icterus, hemolytic anemia, thrombocytopenia, and 
other manifestations. At present there appears to be 
a rationale and clinical evidence for the use of corti- 
sone in treatment of recognized cases. Exchange trans- 
fusions might be useful, but specific therapeutic agents 
are not presently available. 


Addendum 


The patient in case 1 was seen on Sept. 14, 1956, 
at which time his physical examination was negative 
and his weight was 8,504.9 gm. (18 Ib. 12 oz.). Both 
his physical and mental development appeared to 


be normal. 
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CLINICAL NOTES 


FATAL AGRANULOCYTOSIS OCCURRING DURING 
PROMAZINE (SPARINE) THERAPY 


Doris J. Woodward, M.D. 


James D. Solomon, M.D., Ph.D., Washington, D. C. 


Promazine (Sparine) is 10-(3-dimethylaminopropy]) 
phenothiazine hydrochloride, one of the newer ata- 
raxic drugs recently introduced into clinical practice. 
It is chemically related to chlorpromazine, both com- 
pounds containing the phenothiazine nucleus. The 
structure of promazine is the structure of chlorpro- 
mazine minus the chlorine atom. Promazine has been 
used in the management of patients with acute mental 
disturbances ' and at this stage is not recommended 
for patients with chronic conditions. Nevertheless, a 
clinical trial in such patients was planned. In March, 
1956, it was decided to give a course of promazine 
therapy to 97 patients (50 female, 47 male), all with 
chronic conditions, who had been hospitalized for from 
5 to 25 years. So far as is known, there has been no 
report in the literature of a case of agranulocytosis 
resulting from promazine therapy. In order to furnish 
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the first known direct evidence of toxic effects of pro- 
mazine on the bone marrow, we consider it of interest 
to report a case of fatal agranulocytosis occurring in 
a patient during administration of this drug. 


Report of a Case 


A 57-year-old female was admitted to the psychiatric service 
on Feb. 25, 1937, with a diagnosis of schizophrenic reaction, 
paranoid type. The onset of her mental illness was insidious and 
extended over a period of years. On admission, the physical 
examination showed nothing essentially abnormal. Psychiatric 
observation revealed no significant changes over the years. She 
was seclusive, irritable, hostile, and noisy and did not take part 
in ward activities. Her speech was rambling, incoherent, and at 
times difficult to understand because of a marked German ac- 
cent. She had hallucinosis. The patient had not previously re- 
ceived any of the ataraxic drugs, and there was no history of any 
convulsive disorders. Blood studies prior to promazine therapy 
showed a white blood cell count of 8,200 per cubic millimeter, a 
hemoglobin level of 15.4 gm. per 100 cc., and a hematocrit value 
of 42%. The total serum bilirubin level was 0.32 mg. per 100 cc., 
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with direct 0.1 mg. and indirect 0.22 mg. Urinalysis (not a 
catheterized specimen) showed a specific gravity of 1.022 and 
was negative for acetone, albumin, and sugar, with an occasional 
white blood cell being seen on the microscopic examination. 
X-ray of the chest was negative. 

Promazine therapy was started June 4, 1956. The initial dosage 
was 100 mg., 200 mg., and 400 mg. for the first, second, and 
third days respectively. After the third day, the dosage was in- 
creased by 100 mg. per day each week until a total daily dosage 
of 1 gm. was reached (July 16, 1956). All medicaments were 
viven by mouth and in divided doses three times daily. On July 
}. 1956, the three times daily dosage was changed to four times 
daily. Temperature, pulse and respiration rate, and blood pressure 
were taken daily during the first two weeks of therapy and 
showed no marked variation from normal. The patient’s mental 
status showed little, if any, improvement at this period of treat- 
ment. 

On July 6, the 3lst day of promazine therapy, blood studies 
revealed a white blood cell count of 3,800 per cubic millimeter, 
with a differential count of 60% neutrophils and 40% lymphocytes. 
The hematocrit value was 38%. The patient’s temperature was 
normal, and physical examination revealed no evidence of infec- 
tion, sore throat, or ulceration of the mouth. No enlarged lymph 
nodes were palpable. The treatment with promazine was con- 
tinued, with daily inspections and observations of the patient. 

On July 20, the patient was noted to be unusually confused 
and unsteady on her feet and was reported to have fallen in the 
bathroom late in the afternoon. Her temperature was normal, 
and physical examination revealed no positive findings. On 
July 21, the 46th day of therapy, the patient had a petit mal 
seizure lasting two minutes. There was no injury. At this time 
there was a rectal temperature of 102.8 F (39.3 C). The patient 
was responsive and there were no positive physical findings. She 
was given 10 grains (0.6 gm.) of aspirin and fluids by mouth. 

On July 22, the patient’s temperature in the morning was up 
to 103 F (39.4 C). The only positive physical finding was fecal 
impaction. An enema was given. The fluid intake for the previous 
24 hours had been 1,590 ml., and the output was 400 ml. 
Promazine was withdrawn. At this time, medical consultation 
was requested, and the patient was transferred to the medical 
and surgical branch in the afternoon. Physical examination at 
the medical and surgical branch revealed these positive findings: 
scleras, slightly icteric; lungs, dulness at left base with increased 
breath sounds and a few coarse rales; heart, pulmonic second 
sound greater than the aortic second sound, with a loud grade 2 
systolic murmur in all areas; and abdomen, protuberant, slightly 
tense, no palpable organs, and fecal impaction. The neurological 
examination revealed active tendon reflexes bilaterally. There 
was extreme weakness in both legs, with hypotonia. The patient 
did not appear acutely ill. 

A roentgenogram of the chest was essentially normal, and 
urinalysis showed a specific gravity of 1.004, traces of albumin, 
an occasional hyalin cast, white blood cells, and many bacteria. 
A blood culture was taken and was reported sterile. A blood cell 
count showed 575 white blood cells per cubic millimeter, with 
90% lymphocytes. The hematocrit value was 33% and the hemo- 
globin level 9.3 gm. per 100 cc. A throat smear and culture 
showed beta-hemolytic streptococci, gamma streptococci, non- 
hemolytic micrococci, and Escherichia coli. 

On July 23, the white blood cell count was 600 per cubic 
millimeter, with no mature neutrophils, and a sternal puncture 
was done for a bone marrow study. The bone marrow showed 
complete maturation arrest of the granulocytic series, with only 
myeloblasts seen. There was an increase in the mononuclear series, 
such as lymphocytes, plasma cells, and reticular cells. Urinalysis 
showed a specific gravity of 1.007 and was positive for hemo- 
globin. Microscopic examination revealed increased cylindruria. 
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The patient showed increased inability to move her legs. There 
were small areas of ecchymosis in both eyes. A diagnosis of 
agranulocytosis due to drug reaction was made. 

Medical treatment consisted of the intramuscular administra- 
tion of tetracycline (Achromycin), 200 mg. every four hours; 
procaine penicillin, 600,000 U.S.P. units once daily; procaine 
penicillin for aqueous injection, 500,000 U.S.P. units every two 
hours; and cortisone, initially 200 mg. administered intramuscu- 
larly, then 100 mg. every eight hours. The patient was given 40 
units of corticotropin (ACTH) with the first dose of cortisone. 
Because of the decrease in red blood cells, 500 ml. of blood was 
administered July 23. One concentrated, salt-poor unit of liquid 
normal human serum albumin (25 gm. albumin in 100 ml.) was 
also given. The patient’s intake and output of fluid was meas- 
ured, and supportive fluid was administered intravenously. 

On July 24, cortisone, 100 mg. three times daily, was given, 
and on July 25 the cortisone was decreased to 40 mg. every six 
hours. At this time, clinical jaundice was evident and agranu- 
locytosis of the oral cavity and oropharynx was noted, The 
abdomen showed moderate distention on the morning of July 26, 
That afternoon acute pulmonary edema with auricular fibrilla- 
tion developed, and the blood pressure fell to 60/40 mm. Hg. 
The patient for the first time appeared critically ill. She was 
digitalized with lanatoside C (Cedilanid ). Oxygen nasally and 
methoxamine ( Vasoxyl) hydrochloride, 1 ml. intravenously and 
intramuscularly, were administered, There was complete renal 
shutdown, and the blood pressure failed to rise above 60/40 mm. 
Hg. In the early morning of July 27, the patient died, 

Results of additional laboratory studies during her course in 
the hospital were as follows. On July 24, total bilirubin level was 
5.54 mg. per 100 cc., with direct 3.99 mg. and indirect 1.55 mg.., 
thymol turbidity, 4 units (Shank-Hoagland ); cephalin floccula- 
tion, negative in 24 hours; serum alkaline phosphatase, 5 Bod- 
ansky units; and prothrombin time, 16.9 seconds (control) and 
14 seconds. The white blood cell count was 350 per cubic milli- 
meter in the morning and 125 in the afternoon, with 90% 
lymphocytes in both counts. The hematocrit value was 32% and 
the hemoglobin level 10 gm. per 100 cc. Urinalysis showed 
numerous granular casts, 1+ albumin, and 2+ sugar. On July 
25, the total bilirubin value was 10.6 mg. per 100 cc., with direct 
8.4 mg. and indirect 2.2 mg. The white blood cell count was 450 
per cubic millimeter, with 50% lymphocytes; hemoglobin level 
8.9 gm. per 100 cc.; and hematocrit value 29%. The nonprotein 
nitrogen level was 47 mg. per 100 cc. on the morning of July 26. 
The gross findings at autopsy were pulmonary edema and atelec- 
tasis, acute ulcerative colitis, fatty metamorphosis of the liver, 
and agranulocytosis. 

Comment 


Apparently most of the ataraxic drugs are capable 
of depressing the bone marrow when used in sufficient 
dosages and over long periods of time. The advisability 
of frequent blood cell counts during the administration 
of these ataraxic drugs cannot be overemphasized. 


Summary 


A fatal case of agranulocytosis occurred in a patient 
on the 48th day of administration of promazine (Spar- 
ine). The dosage had been instituted at 100 mg. per 
day and reached a maximum of | gm. per day in four 
divided doses over a 42-day period. 
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Improvements in Cancer Survival Rates.—The Connecticut Cancer Record Register has information on 75,494 
cancer cases diagnosed trom 1935 through 1951. Follow-up information reveals that the outlook for survival is 
improving for some forms of cancer. Marked increases in five-year survival rates were observed for patients 
with cancers of the large intestine, rectum, cervix, corpus, prostate and endocrine glands. Both earlier case 
finding and more effective utilization of available therapeutic technics apparently were factors in increasing 
the proportion of cancer patients alive five years after diagnosis. Effective use of technics has had a more 
measurable effect in recent vears. Further increase in survival must be predicated on research for better 
diagnostic and therapeutic methods.—M. H. Griswold, M.D., S. J. Cutler, M.A., and H. Eisenberg, M.D., The 


New England Journal of Medicine, June 7, 1956. 


156 | 
he 
pre 

ise 
ed | 
nd 5 
be 
ti- 
ns- 2 
ats 
6, 
ve 

th 
to 
lary 
iol, 
zed 
50. 
ort 

my, 
ion 
719 

ced 
ase 
54. 
In- 
52. 
rto- 
ch ) 
ce 

yn, 
nd 
ral 
ric 
he 

urt 

at 5 

ny 
py 
,a 
ue 


1310 


J.A.M.A., December 1, 1956 


COUNCIL ON FOODS AND NUTRITION 


Report to the Council 


The following paper was presented at the symposium, “Some Inorganic Elements in Hu- 
man Nutrition,” in Nashville, Tenn., April 4, 1955. This symposium was sponsored jointly by 
the Nashville Academy of Medicine, the Vanderbilt University School of Medicine, and the 
Council on Foods and Nutrition. This report is the final of the series, others of which ap- 
peared in Tue Journat April 21, June 9, Sept. 15, and Nov. 10, 1956. 


PHYSIOLOGICAL BASIS OF POTASSIUM 
THERAPY 


Daniel C. Darrow, M.D., Kansas City, Mo. 


Rational treatment of disturbances of the body 
potassium level is based on the physiology of water 
and electrolytes. Beginning with Ringer’s studies of 
the effects of electrolytes on the heart, numerous in- 
vestigations have indicated that the activity of all cells 
is altered by changes in the concentration of the 
potassium surrounding the cells. High plasma con- 
centrations exert their most important effect on the 
heart, because arrhythmia and heart block are pro- 
duced at plasma potassium concentrations of 8 to 10 
mEq. per liter. A flaccid paralysis of skeletal muscle 
has been observed at high concentrations in some pa- 
tients with advanced renal failure. The paralysis re- 
sembles that seen with low plasma potassium levels 
except that the electrocardiograms are characteristic of 
those of patients with potassium intoxication. The 
high-peaked T waves are the earliest electrocardio- 
graphic alterations, but absent P waves, spreading 
QRS complexes, and more advanced disturbances de- 
velop later. 

When the potassium concentration in plasma is low, 
a patient's first complaint is usually lassitude and 
weakness. The electrocardiograms often show flat T 
waves that may be inverted. Little evidence of cardiac 
failure is present in mild deficiency, but when potas- 
sium deficiency is severe and prolonged, circulatory 
failure and myocardial necrosis occur. The skeletal 
muscles show diminished tone, weakness, and, under 
certain circumstances, flaccid paralysis identical with 
that described in familial periodic paralysis. The 
weakness is usually more pronounced in the lower 
extremities, but the muscles of respiration may be 
sufficiently involved to interfere with their functions. 
The smooth muscles also show decrease in tone, pro- 
ducing intestinal and gastric distention, nausea, occa- 
sionally vomiting, and finally paralytic ileus. Indeed, 
potassium deficiency must always be considered a 
possible cause of paralytic ileus, although other dis- 
turbances produce the same picture. The paralysis in 
both smooth and skeletal muscles is apparently caused 
by a failure of myoneural conduction that is readily 
reversed by an increase in serum potassium concen- 
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tration. Potassium also alters other neural reactions. 
Certain patients with low serum calcium levels do not 
have tetany when the serum potassium level is low, 
but tetany is manifest when potassium concentration 
rises to normal.” 

In a study made in 1945, the implications of the 
changes in muscle composition observed in rats were 
discussed.* On the basis of these experiments it was 
possible to deduce many of the clinical states of potas- 
sium deficiency in patients, which subsequent studies 
have demonstrated. The quantitatively important alter- 
ations in potassium in the body are accounted for by 
changes in potassium in muscle. There is no evidence 
of increased storage of potassium in cells except for 
the slight rise that accompanies an increase in serum 
concentration. This increase in cell potassium levels 
does not persist when normal plasma concentrations 
are restored. A decrease in the muscle potassium level 
may be great, but it is not necessarily accompanied by 
decreases in serum concentrations. As a result of diets 
low in potassium, muscle potassium levels may de- 
crease to half the normal value.‘ Usually about two- 
thirds of the decrease is replaced by an increase in 
intracellular sodium. This is equivalent to a loss of 
about 25 mEq. of potassium per kilogram and an in- 
crease of intracellular sodium of about 17 mEq. per 
kilogram of body weight. Clinical studies indicate 
that essentially the same changes occur in patients. 
Evaluation of the clinical states is closely related to 
the experimental studies. 

The potassium content of the cell is primarily de- 
pendent on the cell’s structural and metabolic in- 
tegrity. It is not known by what mechanism the cells 
maintain a high concentration of potassium and a low 
concentration of sodium while surrounded by extra- 
cellular fluids with a low potassium and a high sodium 
concentration. Water is exchanged rapidly between 
extracellular and intracellular fluids, but the rate of 
net exchange of sodium and potassium is somewhat 
limited. It is clear that potassium leaves and sodium 
enters the cells when cellular metabolism ceases. A 
more limited exchange of this type probably occurs 
when metabolic processes are impaired. Anoxia and 
insulin deficiency are examples of this type of altered 
exchange that can be reversed. 

The therapeutic administration of potassium first 
requires treatment that restores normal cellular metab- 
olism as far as this is possible. In shock and de- 
hydration, replacing deficits of water and extracellular 
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electrolytes is the first step in treating potassium de- 
ficiency. Although restoration of extracellular water 
and electrolytes is the most important means of cor- 
recting the circulatory failure of dehydration and 
deficit of sodium and chloride, transfusions make this 
therapy definitely more effective in experimental ani- 
mals and patients. In hemorrhagic and oligemic shock, 
transfusions are essential. Likewise, insulin is neces- 
sary in diabetic coma in order to facilitate the uptake 
of potassium by cells depleted of this ion. Adminis- 
tration of water, sodium, and chloride is equally im- 
portant in patients who have suffered large losses; 
administration of oxygen is indicated in some anoxic 
patients. These measures that restore cellular metab- 
olism should be carried out before the administra- 
tion of potassium is started. 

Rapid restoration of cellular metabolism in a pa- 
tient with large cellular deficits of potassium may lead 
to rapid transfer of extracellular potassium to the cells. 
Consequently, symptoms of low concentration of po- 
tassium in serum are likely to develop rapidly. If 
renal function is good, the administration of potassium 
may be started early, but it should be started slowly 
and in anticipation of the decrease in serum potassium 
concentration. Owing to the particularly rapid restora- 
tion of cell metabolism in diabetic coma, frank symp- 
toms of potassium deficiency are especially likely to 
develop in patients treated without potassium at the 


time when the effects of insulin appear. Patients fh 


alkalotic states with potassium deficiency are also 
likely to develop symptoms of hypokalemia because 
alkalosis increases the tendency to transfer potassium 
from extracellular to intracellular fluids. In diabetic 
coma, skeletal muscle weakness and paralysis have 
been observed, whereas in alkalosis, intestinal disten- 
tion, vomiting, and paralytic ileus are more frequent. 
In other types of acidosis with potassium deficiency, 
a decrease in serum potassium concentration during 
treatment is likely to develop more slowly. The reason 
for this is that, initially, the serum potassium concen- 
tration is likely to be somewhat high, and transfer of 


potassium from extracellular to intracellular fluids is | 
retarded by acidosis. If sodium bicarbonate or its / 


equivalent is given to increase rapidly the plasma 
bicarbonate level, a decrease in serum potassium con- 
centration is likely to be accelerated. 

These statements are based on clinical observations 
and experimental studies. When muscle is placed in 
Ringer’s solution with a given potassium concentra- 
tion, a high pH of this solution leads to transfer of 
potassium to the cells while a low pH produces the 
opposite effect. This observation has been confirmed 
in nephrectomized dogs receiving injections of am- 
monium chloride or sodium bicarbonate. In otherwise 
normal dogs, production of metabolic acidosis and 
alkalosis demonstrates an inverse relationship between 
serum pH and serum potassium concentration that is 
not explained by a change in total body potassium.* 
In dogs previously depleted of potassium, the same 
inverse relationship is manifest; however, the serum 
potassium concentrations remain somewhat lower. As 
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would be anticipated, potassium tends to enter the 
cells as serum potassium concentration rises, and vice 
versa. This reaction is more or less independent of the 
shifts accompanying changes in pH. 

The clinical implications of these observations are 
reasonably clear. Serum potassium concentration re- 
flects the changes in serum pH and the concentration 
of potassium in cells. The serum potassium concen- 
tration is likely to be low in alkalosis even if the cell 
potassium level is relatively normal but especially low 
when cellular potassium deficiency is present. In alka- 
losis, serum potassium concentration is not likely to 
be high unless renal function is impaired and the cell 
potassium level is relatively normal or unless dis- 
turbances in cellular metabolism have developed. In 
acidosis, serum potassium concentration is likely to be 
normal or high despite cellular deficits. Low serum 
potassium concentrations in acidosis usually indicate 
considerable deficits of intracellular potassium. Dis- 
turbances in cellular metabolism and renal function 
must also be considered in evaluating potassium con- 
centration in acidosis. 

Renal response to respiratory changes in acid-base 
equilibrium tends to exaggerate the changes in plasma 
concentration produced by the alteration in carbon 
dioxide tension. In respiratory acidosis, carbonic acid 
donates hydrogen ions to buffers, thereby forming 
undissociated weak acids and raising serum bicar- 
bonate. The kidneys further increase bicarbonate 
concentration by excreting hydrogen ions. The process 
is, in effect, an exchange of plasma chloride for bi- 
carbonate of the glomerular filtrate. In this process, 
the muscle potassium level is well maintained.*® In 
respiratory alkalosis, the exchange for sodium of 
hydrogen ions freed from undissociated weak acids 
decreases plasma bicarbonate. The kidneys exaggerate 
the decrease in bicarbonate by retaining hydrogen 
ions. This is accomplished by exchanging plasma bi- 
carbonate for chloride of the glomerular filtrate. It is 
not known whether serious deficits of potassium de- 
velop in respiratory alkalosis. In any case, replace- 
ment therapy is seldom indicated, since the kidneys 
readily restore normal body electrolyte balance when 
carbon dioxide pressure becomes normal. 

In metabolic acidosis, the normal kidneys tend to 
restore normal extracellular concentrations if sufficient 
sodium, potassium, chloride, and water are available. 
The fundamental operation that restores a low serum 
bicarbonate value is the excretion of hydrogen ions. 
Experimental acidosis caused by administration of 
hydrochloric acid to dogs is corrected first by excre- 
tion of the excess of chloride with sodium and then 
potassium. The excess of chloride is reduced, but defi- 
cits of sodium and potassium are likely to develop; 
hydrogen ions are not excreted, and bicarbonate con- 
centration is not restored. Only after 1 or 2 days are 
sufficient ammonium ions formed to conserve sodium 
and potassium and to excrete hydrogen ions effec- 
tively. These observations indicate that in metabolic” 
acidosis abundant sodium and potassium are required 
for renal compensation. The experiments also show 
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that deficits of potassium as well as of sodium are 
likely to develop. The changes in body composition 
are not confined to extracellular fluids. 

In metabolic alkalosis, the normal kidneys also tend 
to restore normal plasma concentrations if sufficient 
sodium, potassium, chloride, and water are available. 
The fundamental operation is retention of hydrogen 
ions. This is accomplished, in effect, by excretion of 
bicarbonate or organic acids with sodium and potas- 
sium. Metabolic alkalosis is usually accompanied by 
a relative or absolute excess of sodium in the body. 
Accordingly, the renal compensation is only likely to 
produce deficits of potassium. The course of events is 
well illustrated by experiments on rats given large 
loads of sodium bicarbonate and variable amounts of 
potassium chloride.’ Alkalosis, which developed only 
when the intake of potassium was low, was always 
accompanied by a decrease in muscle potassium and 
an increase in intracellular sodium. Apparently excre- 
tion of a certain amount of potassium is necessary to 
preserve plasma chloride concentrations and to pre- 
vent alkalosis. These observations fit in well with clin- 
ical experience, which shows that metabolic alkalosis 
is not corrected despite an abundant excretion of sodi- 
um and chloride when potassium deficiency develops.* 

The plasma bicarbonate concentration varies di- 
rectly with intracellular sodium and inversely with the 
muscle potassium level in experimental rats. Clinical 
observations fit in well with these observations if due 
attention is paid to the experimental conditions. Meta- 
bolic acidosis was produced by removal of sodium 
bicarbonate by peritoneal exchange and maintenance 
of rats on a diet containing abundant potassium and 
chloride but no sodium. Metabolic alkalosis was pro- 
duced by peritoneal exchange of body chloride for 
bicarbonate. The rats received a diet abundant in 
sodium and potassium but no chloride. Potassium de- 
ficiency was produced by injections of desoxycorti- 
costerone acetate in rats on a low-potassium diet with 
an abundance of sodium chloride. Sufficient time was 
allowed in all experiments to permit renal adjustment 
to the experimental conditions. Deficit of chloride and 
potassium resulted in essentially the same changes in 
the muscle and serum, that is, metabolic alkalosis, 
high serum bicarbonate values, and low chloride con- 
centrations with low muscle potassium and high intra- 
cellular sodium levels. Deficit of sodium bicarbonate 
resulted in metabolic acidosis and low intracellular 
sodium and high muscle potassium concentrations. 
Changes in the metabolic alkalosis and potassium de- 
ficiency are frequently met in clinical medicine; how- 
ever, metabolic acidosis is not often seen in patients 
when an abundance of potassium is available. 

Protein milk produces metabolic acidosis accom- 
panied by retentions of potassium and _ chloride.* 
Muscle potassium concentration is probably high in 
such cases. Acidifying salts may have a similar effect 
if the intake of potassium is high. Usually the losses 
of electrolyte, which produce metabolic acidosis, result 
in deficits of potassium as well as in deficits of sodium 
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and chloride. Diminished intake of potassium and 
losses of this ion in diarrheal stools produce consider- 
able deficits of potassium, sodium, chloride, and wa- 
ter.’° In addition to the losses of bicarbonate with 
sodium in the stools, the extracellular bicarbonate 
level is reduced by loss of bicarbonate with potassium 
in the stools. The cellular deficit of potassium is par- 
tially replaced with extracellular sodium. Similar 
changes in body composition occur in diabetic coma. 
Organic acids are excreted with potassium as well as 
with sodium. Although some of the reduction in 
plasma bicarbonate is accounted for by displacement 
of bicarbonate by ketone acids, a major part is usually 
caused by excretion of bicarbonate with sodium and 
potassium. 

The importance of the changes in body composition 
is brought out in studies of experimental alkalosis with 
potassium deficiency in rats. The exchange of ions 
between extracellular and intracellular fluids, as well 
as by renal regulation, explains the restoration of 
normal acid-base equilibrium by administration of 
either potassium chloride or potassium bicarbonate 
with no external source of sodium.” With the admin- 
istration of potassium chloride, the exchange between 
extracellular and intracellular fluids may be depicted 
as follows: 3 KCl is added to the extracellular fluids; 
3 K* enter the cells in exchange for 2 Na+ and 
1 H*. The H+ reacts with NaHCO, to form 
CO’, H?O, and Na * Cl~. Consequently, bicarbonate 
concentration is restored without excretion of bicar- 
bonate by the kidneys being required. With adminis- 
tration of potassium bicarbonate, the same exchange 
at the membrane takes place; 2 NaHCO; and 1 H.CO; 
are formed in extracellular fluids. Bicarbonate must 
be excreted by the kidneys in order to restore normal 
acid-base equilibrium. Chloride concentration rises 
(despite no external source of chloride) because extra- 
cellular volume decreases, as indicated by a decrease 
in body weight. 

The foregoing description of the exchange between 
extracellular fluids and muscle indicates that the re- 
verse exchange occurs during the development of 
metabolic alkalosis. In other words, the muscle cells 
in metabolic alkalosis have received an excess of 
hydrogen ions that is as great as the deficit of hydro- 
gen ions in extracellular fluids. The excess of hydrogen 
ions probably produces little change in cell pH since 
protons from the hydrogen ions would form undis- 
sociated weak acids or possibly weak bases from 
amino compounds. Potassium is apparently necessary 
for the renal compensation of metabolic alkalosis. This 
observation is confirmed in those patients with meta- 
bolic alkalosis who fail to respond to administration of 
saline solution unless potassium is also available."' 

Metabolic acidosis has not been studied in similar 
detail; however, it is clear that large doses of sodium 
bicarbonate are required to restore bicarbonate con- 
centration in metabolic acidosis, not because the defi- 
cits of sodium bicarbonate are this great in extra- 
cellular fluid but because, as the result of a potassium 
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deficiency, a large part of the injected sodium ion 
enters the cells in exchange for the hydrogen ion. 
Since the extent of this transfer cannot be predicted 
in patients, the calculation of the dose of sodium bi- 
carbonate required to restore acid-base equilibrium 
has no sound physiological basis. The cellular deficit 
of cations should be replaced with potassium. In gen- 
eral, acidosis accompanied by dehydration should be 
treated by replacing extracellular water and elec- 
trolytes by a solution resembling extracellular fluids, 
such as Hartmann’s Ringer lactate. Simultaneously, or 
as soon as renal function and cellular metabolism are 
adequate, potassium should be given in amounts that 
adequately cover normal expenditure and replace 
some of the deficits. It is seldom necessary to give 
more bicarbonate than that contained in this solution; 
however, 4 mM. of sodium lactate per kilogram of 
body weight (25 ml. of 0.16 M) may safely be given 
in severe acidosis of this type. 

Schwartz and Relman'* have described persons 
with severe potassium deficiency that resulted from 
repeated use of cathartics. These patients did not de- 
velop alkalosis. The renal function was altered; hypos- 
thenuria and moderate reduction in glomerular filtra- 
tion were demonstrated. Renal function did not re- 
turn entirely to normal over a period of several 
months. The authors postulated that prolonged potas- 
sium deficiency produces renal changes that are not 
rapidly reversed. The renal disturbances developing 
in some patients under prolonged Sippy treatment 
may be of this type. 

Schwartz has reviewed the literature on potassium 
in relation to the kidneys.'* The excretion of potassium 
increases when serum concentration of this ion in- 
creases. Both acidosis and alkalosis increase potassium 
excretion; administration of acetazolamide leads to 
prompt excretion of potassium. Urine with a high 
level of sodium usually has a high potassium level. 
The mercurial diuretics produce alkalosis that may or 
may not be accompanied by deficits of potassium. 
Desoxycorticosterone, aldosterone, cortisone and other 
corticosteroids, adrenotropic hormone, and activation 
of the adrenal cortex increase urinary potassium levels. 
When oliguria develops in renal failure or when extra- 
renal factors such as shock and dehydration are pres- 
ent, potassium tends to be retained and toxic levels 
may be reached. Nevertheless, potassium excretion is 
usually well maintained in advanced renal insuffi- 
ciency as long as the urine volume is high. Indeed, 
symptoms of potassium deficiency have resulted from 
renal losses in some patients with hyposthenuric renal 
insufficiency. 

The stools normally contain moderate amounts of 
potassium. Losses of potassium in patients with infan- 
tile diarrhea are as great as 17 mM. per day as com- 
pared to 2 mM. per day in healthy infants. Stool losses 
and decreased intake are largely responsible for po- 
tassium deficiency in diarrhea. In one study, stool 
concentration of potassium was reported to be about 
57 mEq. per liter in fed patients; during the recovery 
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of patients not fed, the potassium concentration in 
stools was about 40 mEq. per liter."” One patient with 
voluminous stools containing a large quantity of so- 
dium and chloride was reported to be excreting only 
6 mEq. of potassium per liter. When isotonic sodium 
chloride solution is placed in the colon, potassium 
concentration rises to about 40 mEq. per liter as 
sodium chloride and water are absorbed.'* This finding 
suggests that the loss of potassium will be high if 
watery stools remain long in the colon but low if the 
fluids from the small intestine are rapidly passed 
through the colon. As was pointed out by Gamble,"” 
death from diarrhea may be considered to result 
from accumulating deficits. It can be calculated that 
serious water deficits appear first when there is no 
replacement. If water is restored, deficits of sodium 
and chloride become serious after only a_ slightly 
longer period. If water, sodium, and chloride are 
restored, potassium deficits are serious after a slightly 
longer period. 

Treatment of infantile diarrhea involves the restora- 
tion of water and electrolytes as well as the restoration 
of normal stools. In a report mentioned earlier, the 
average deficits were 125 gm. of water, 9 mM. of 
sodium chloride, and 12 mEq. of potassium per kilo- 
gram of body weight. A postacidotic state after the 
treatment of infantile diarrhea was described by 
Rapoport and associates.'* A decrease in serum con- 
centration of phosphorus, potassium, and calcium was 
frequent, and failure to recover was attributed -to 
hypocalcemic tetany in many cases. Although I have 
observed hypocalcemia occasionally in patients re- 
covering from infantile diarrhea, this finding has been 
rare when potassium as well as sodium salts have 
been used. A possible explanation of the contradictory 
experiences is that in normal rats administration of 
sodium chloride and sodium bicarbonate does not 
produce hypocalcemia, but the same salts reduce 
serum calcium concentration in rats previously de- 
pleted of potassium. Potassium deficiency alone does 
not reduce calcium concentration. It is believed that a 
disturbance in the regulation of extracellular calcium 
concentration develops when sodium concentration 
is rapidly increased in the presence of potassium 
deficiency. To the extent that hypocalcemia explains 
the postacidotic state, this hypothesis indicates that 
tetany of this type is an iatrogenic disorder resulting 
from the administration of too much sodium bicar- 
bonate to patients deficient in potassium. Presumably, 
early administration of potassium prevents _ this 
disturbance. 

The association of alkalosis and profuse watery 
stools in congenital alkalosis with diarrhea is a rare 
condition.’* The fluid in the small intestines is normal 
and food is well absorbed; however, the stools contain 
large volumes of water, more chloride than sodium, 
and a considerable amount of potassium. The deficit 
of chloride accompanying marked elevation of the 
serum bicarbonate concentration is explained by stool 
losses, since the urine is practically devoid of chloride. 


& 
4 
F 
\ 
=} 


1314 COUNCIL ON FOODS AND NUTRITION 


Prolonged fasting may induce marked alkalosis and 
potassium deficiency. Some patients with anorexia 
nervosa exhibit this phenomenon. 

The treatment of potassium deficiency is essentially 
the same in persons of all ages. Deficits should be 
estimated in milliequivalents per kilogram of body 
weight and are unlikely to be greater than 17 mEq. 
per kilogram. It is usually safe to give 3 mEq. per 
kilogram per day together with the appropriate 
amounts of fluid to cover normal and abnormal ex- 
penditure and to restore initial deficits of sodium and 
chloride. The total fluid requirements in infants are 
sufficient so that this amount of potassium can be 
given at a concentration of 25 mEq. or less per liter. 
In adults, the appropriate amounts of fluid are such 
that concentration of potassium would have to be 
60 mEq. per liter in order to supply this amoung. It is 
desirable not to exceed a concentration of 40 mEq. per 
liter of fluid injected into the veins. The estimated 
amount of potassium for 24 hours may be injected 
more rapidly but not in less than 4 hours. For severe 
deficiency, somewhat larger doses may be given, but 
their effects should be carefully observed by electro- 
cardiography, measurement of serum concentrations, 
and clinical observation of the patient. The amounts 
of potassium that can be given safely are such that it 
takes 4 to 6 days to replace large deficits. 

Total fluid requirement should be estimated as 
150 ml. per 100 calories metabolized. This practice 
takes into account the different rates of expenditure 
of water that accompany different metabolic rates in 
infants and adults and other factors altering total 
metabolism. Total metabolism is usually about 1,000 
calories per square meter of body surface, and fluid 
requirement about 1,500 ml.; however, in newborn 
infants who have not been fed, the total metabolism 
is low—about 60% of the usual amount per square 
meter. The fluid requirement after operations in the 
newborn infant is not low per unit of metabolism. It 
is lower than the usual amounts calculated per kilo- 
gram of body weight or per unit of surface area. 

The expenditure of potassium when all fluids are 
given parenterally varies from 1 to 3 mEq. per 100 
calories metabolized—usually 20 to 30 mEq. per 
square meter per 24 hours. Even when there is no 
deficit of potassium, these amounts should be given 
in order to prevent deficiency. 

A suitable mixture for replacement of fluid removed 
by gastric suction is sodium chloride solution of about 
one-half isotonic strength and 40 mM. of potassium 
chloride (3 gm.) per liter in a 2.5% dextrose solution. 
In most cases of metabolic alkalosis, the deficits of 
sodium chloride are replaced by 20 to 40 ml. per kilo- 
gram of isotonic sodium chloride solution. To this, 
the therapeutic amount of potassium chloride should 
be added. 

Often electrolyte therapy can be oral when food 
cannot be taken. The requirements of water, sodium, 
chloride, and potassium are the same as when all 
fluids are given parenterally. This means that the 
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normal expenditure of 3 mM. of sodium chloride and 
2 mEq. of potassium per 100 calories metabolized 
would be given in 150 ml. of water. It is advisable to 
prescribe definite mixtures such as 1 gm. each of 
sodium chloride, sodium bicarbonate, and potassium 
chloride in a liter or quart of a 5% glucose solution. 
Such a solution has made it possible to handle prac- 
tically all cases of mild infantile diarrhea without 
administering fluids parenterally. Use of the mixture 
permits the period of parenteral administration of 
fluid to be shortened. The solution has been useful 
in the postoperative care of infants and children and 
is appropriate in both acidosis and alkalosis; there is 
no reason why it should not be effective in similar 
conditions in adults. I have found it more convenient 
and safer to use a mixture of definite composition 
manufactured for this purpose (Lytren). This mixture 
contains electrolytes sufficient to replace moderate 
deficits of sodium, chloride, and potassium and to 
provide for a moderate increase in expenditure. Such 
mixtures should be prescribed in definite amounts 
suitable to cover normal water expenditure. Addi- 
tional water may then be added when expenditure 
of water is high. 
Summary 


Potassium deficiency is likely to develop in acidosis 
or alkalosis when there is prolonged diarrhea or pro- 
longed parenterally given fluid therapy without potas- 
sium. Fasting may induce deficiency. The cortical 
hormones increase the amount of potassium in the 
urine. Renal function is altered by alkalosis so that 
potassium deficiency is likely to appear. Potassium 
deficiency alters renal function so that alkalosis ap- 
pears or persists. The excretion of loads of anions with 
potassium is part of the cause of potassium deficiency 
in acidosis. Potassium intoxication may develop when 
oliguria occurs in renal disease or when renal func- 
tion is impaired by extrarenal factors such as shock 
or dehydration. Administration of potassium with 
suitable mixtures of sodium, chloride, and glucose in 
water is relatively safe if certain rules as to dose and 
rate of administration are followed. Renal function 
should be good and the circulatory failure of shock 
overcome. The chief contraindication to potassium 
therapy is renal failure with oliguria and untreated 
adrenal insufficiency. 
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NEW AND NONOFFICIAL REMEDIES 


Monographs and supplemental statements on drugs described here and in subsequent edi- 
tions of New and Nonofficial Remedies are based on the evaluation of available scientific 
data and reports of investigations. Applicable commercial names for preparations of evaluated 
drugs are listed at the end of monographs and parenthetically in the text of supplemental 
statements; additional commercial names of which the Council is informed will be included 
with subsequently published supplemental statements and annual editions of New and Non- 


official Remedies. 


Topical Use of Prednisolone 


The Council has evaluated the topical use of 
prednisolone (Meti-Derm) for the local management 
of dermatoses susceptible to gluco-steroid therapy. 
On the basis of currently available evidence, the 
Council concluded that the drug, incorporated in a 
suitable dermatological vehicle, is effective in ameli- 
orating cutaneous manifestations of acute and. chronic 
dermatoses that have an allergic or inflammatory 
basis and are associated with pruritus. These include 
such conditions as contact dermatitis, various forms 
of atopic dermatitis, seborrheic dermatitis, nonspe- 
cific anogenital pruritus, and lichenified pruritus. No 
systemic side-effects have been observed after ab- 
sorption of the drug. In some cases, sensitization or 
irritation may follow its topical application, particu- 
larly to an eroded skin; however, this is more likely to 
be caused by the base in which it is incorporated 
than by prednisolone itself. The drug should not be 
applied to infected areas of the skin. 

For topical administration, a cream containing 5 mg. 
of prednisolone per gram is applied to the affected 
areas of the skin three or four times daily. 

The Council voted to amend New and Nonofficial 
Remedies accordingly to describe the use of predniso- 
lone by the topical route. 


Schering Corporation cooperated by furnishing scientific data to aid in 
the evaluation of the topical use of prednisolone. 


Intramuscular Use of Crystalline Trypsin 


The Council has evaluated the intramuscular use 
of an oil suspension of crystalline trypsin (Parenzyme ) 
for the treatment of thrombophlebitis, phlebothrom- 
bosis, ocular inflammations, traumatic wounds, and 
varicose and diabetic leg ulcers. Currently available 
evidence suggests that many patients respond favor- 
ably to the drug. While few controlled clinical studies 


H. D. Kautz, M.D., Secretary. 


have been published to date, other reports indicate 
that a majority of patients refractory to standard 
modalities obtain beneficial results from trypsin admin- 
istered intramuscularly. It should not be given in 
lieu of anticoagulants but as adjunctive therapy for 
reduction of inflammation and edema at the site of 
phlebitic processes. 

Crystalline trypsin in oil produces pain and indura- 
tion at the site of intramuscular injection in a sizable 
proportion of patients; however, the incidence of these 
side-effects may be appreciably reduced if a thorough- 
ly dry and sharp needle is employed. Febrile reactions 
and leukocytoses, resembling those produced by par- 
enteral administration of foreign protein, are rare. 
Occasionally, angioneurotic edema, hives, and urti- 
caria occur. The drug is contraindicated or should be 
used with extreme caution in patients with renal or 
hepatic damage, blood clotting abnormalities, or 
hemorrhagic states. Its ultimate safety after long-term 
intramuscular therapy is not as yet completely de- 
termined. 

Crystalline trypsin in oil is administered by deep 
intragluteal injection, alternating sites and buttocks. 
Prior to administration, sensitization tests should be 
performed on patients with a history of hypersensi- 
tivity. Doses of 2.5 to 5 mg., one to four times daily 
for three to eight days, have been administered and 
should be considered tentative. Dosage must be 
individualized and depends on the severity of symp- 
toms and the degree of response. Adequate precau- 
tions against accidental intravenous injections should 
be exercised. 

The Council voted to amend New and Nonofficial 
Remedies accordingly to describe the intramuscular 
use of a suspension of crystalline trypsin in oil. 


The National Drug Company cooperated by furnishing scientific data to 
aid in the evaluation of the intramuscular use of crystalline trypsin. 
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MEDICINE AT WORK 


CHEER UP! 
MORE HOSPITALS ARE SAYING SO 


“If you are a maternity case you have an extremely healthy 
ailment. An old lady we know told her expecting granddaughters 
that the whole army and navy came that way.” 


“We use 146,000 clean diapers (a year)—to dry them at the 


same time we would need a 90-mile clothesline (stretching from 
Philadelphia to New York. )” 
“A mechanic fixes machinery. A doctor fixes people . . . Some 


doctors have boys and girls of their own. Doctors love children 
and they work hard to make sick children well again.” 


“Lenox Hill is a nonprofit hospital . . . and, you will hardly 
believe it, in a way we are proud of losing money. It proves that 
we are not using a hospital bed as a milk cow.” 
(In answer to how many times a day a buzzer rings in the 


hospital): “5,000 times. Of course 398 times are on account of 
old Mrs. B. . .. who wages real push-button warfare against us.” 


Folksy comments like these are greeting millions 
of hospital patients every year in sprightly booklets 
liberally sprinkled with cartoons, photos, and artistic 
use of color. The frightened child facing an operation 
in New York City’s Memorial Center relaxes in calm 
curiosity of “the x-ray camera that takes a picture of 
the inside of your body.” The depressed tubercular in 
Phi-adelphia General Hospital cannot suppress a smile 
at the caricature in his booklet of two patients shoot- 
ins dice beside coins and bills on the ward floor— 
under the caption: “Gambling is not permitted in the 
hospital.” 


Adorning the cover of the Palo Alto, Calif., Hos- 
pital’s patient information booklet is a sketched phy- 
sician-stork standing atop a chimney on one leg and 
peering at a watch held in the other. Inside the pam- 
phlet is a series of questions and answers for expectant 
mothers. Sample: “Q. When do I see my husband 
again? A. After the nurses finish preparing you for 
delivery, he will be called from the Heir Port.” 


Booklet Success Is Spreading 


This sort of light informative touch has been so 
successful in recent years that many hospital adminis- 
trators, physicians, nurses, and patients find them- 
selves wondering why it has not been done before on 
a large scale. The Franklin Square Hospital in Balti- 
more not long ago began distributing instructional 
sheets for the patient (one sheet prepares him for a 
basal metabolism test—under the sketch of a sprawl- 
ing hound and the heading: “Let’s see how lazy YOU 
can be”). 

Hospital Administrator Sanford Kotzen questioned 
doctors who had enjoyed privileges at several hos- 
pitals—to verify that the patient information sheets 
were eliminating interruptions in preoperative and 
prediagnostic routine. One physician told Kotzen: 
“This is the kind of thing hospitals should have done 
long ago.” Another said: “They should have some- 
thing like these in all hospitals.” 

Already, the American Hospital Association notes 
“an increasing interest” among the nation’s 7,000 hos- 
pitals in publishing informational material for the 21 
million patients who go through their doors each year. 
At last report, 26% of the hospitals were offering this 
service—ranging from 11% of the proprietary general 
and special short-term hospitals to 50% of all tubercu- 
losis hospitals in the United States. Now, says the 
A. H. A., “patients’ booklets are used regularly more 
than any other” hospital publications, including em- 
ploye information sheets, house organs, and annual 
reports. 

Not long ago in a survey, the nearly 2,000 hospitals 
that publish information for patients were asked to 
report response to their booklets. Not one comment 
was unfavorable. The praises included: “Patients like 
it and doctors feel it helps the patient understand,” 
and “a very valuable technique in the rapid orienta- 
tion of the patient.” All agreed that the price of pub- 
lication was well worth the long-run public relations 
and immediate-cooperation value received. 

Examples of effective booklets range from a two- 
fold sheet costing less than a penny a copy (and con- 
taining hospital rules, visitors hours, rates, cost of 
guest meals, and list of staff members and credentials) 
to a 30-page slick pamphlet with pictures and color, 
costing 12% cents a copy (and carrying complete in- 
formation about the hospital with line drawings on 
each page ). Says the A. H. A.: “There is no reason why 
an economy-minded administration could not mimeo- 
graph essential information in a neat and readable 
form.” 

Cold Versus Warm Treatment 


For years, many a doctor has been concerned with 
how conditions in a few “cold” hospitals have chilled 
tensely his otherwise warm patients at a crucial time 
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when preoperational relaxation is so important. The 
physician knows that when a hospital informs his pa- 
tients of the things and routine around them, and 
what is happening to them and why, the resulting 
cooperation makes for better convalescence and often 
a shorter stay in the hospital. At the same time, the 
hush-hush of the medieval medical approach is elimi- 
nated by dispelling a sometimes popular notion that 
medicine lies in a realm of deep dark secrets. 


The 32-page illustrated handbook for patients in 
the new Hunterdon Medical Center in Flemington, 
N. J., stresses medical care as “a team problem, too 
complicated for any single physician to provide.” That 
note is echoed by the University Hospital at Ann 
Arbor, Mich., in a booklet that lists the many hospital 
people who contribute to the patient’s comforts. 

The booklet of Boston’s Peter Bent Brigham Hos- 
pital carries this reminder: “Mr. Patient sees the doc- 
tor, the nurse, the food he does not want, the early 
morning call, the cashier to whom he pays his bills.” 
Then, taking the opportunity to show what today’s 
sharply higher hospital bills are paying for, the book- 
let continues: “But he does not see the pharmacist, the 
sterile supply room, the medical record library, the 
instrument repair shop, the surgical supply room . . . 
the operating room and its costly equipment . . . the 
expert radiologist . . . the blood bank . . . the costly 
laboratory equipment and the trained personnel . . . 
the dietary department and the gleaming modern 
kitchens . . . the laundry . . . the linen and supply 
rooms ... the elaborate power plant . . . the window 
cleaner, the refrigeration mechanic, the steam-fitter, 
the plumber, the carpenter, the painter, the elevator 
mechanic . . .” 

There is greater cooperation when the patient un- 
derstands what rules in the book he is expected to 
follow. Nurses have an easier time of it because many 
questions they would be asked are answered in print. 
All this conditioning expands the doctor-patient at- 
mosphere of confidence and cordiality so essential to 
medical counseling. 

Information booklets are kept in some doctors’ of- 
fices so that the prospective patient can prepare for 
a hospital stay. This is particularly effective in ma- 
ternity cases. The Presbyterian Hospital in Chicago 
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puts out a 32-page booklet that is fine art with its 
gently stylized sketches of mother and child and with 
its easily understood advisory text covering suggested 
diets and also conditions before, during, and after 
birth. (At one point, it is stated in the booklet: “At no 
time are you to substitute this booklet or any other for 
your doctor. Nothing can take the place of the careful 
supervision you will receive from your physician. ) 


Personal Approach Does It 


Most of the pamphlets are written with the per- 
sonal approach. The Medical College of Virginia Hos- 
pital in Richmond asks its patients to grade the 
hospital in a back-page quiz on food, services, and 
suggestions for improvement. The University (of Mich- 
igan) Hospital tells its story in the words of a “typical” 
woman patient facing problems and questions en- 
countered by any patient. Dr. Jack Weatherly, as staff 
psychiatrist in the Veterans Administration Hospital 
at Gulfport, Miss., writes that the psychiatric patient 
often responds favorably to the use of personal pro- 
nouns in the booklet text: “You will be seen soon by 
your ward doctor and, later, when your own case 
doctor sees you, you can spend as much time as you 
need to talk over your problem.” 

“The pen is mightier than the scalpel,” says the 
A. H. A. in urging more hospitals to publish informa- 
tion for patients. The association recommends that the 
writing be done by people who have the same fears, 
confusion, and anxiety as patients—if possible, by 
people not in the hospital field. They say this advice 
has brought about the current crop of humor, light- 
hearted copy, and touching line drawings among the 
booklets being published today in the U. S. (A straight- 
forward approach is used for psychiatric patients, 
since they might easily misconstrue efforts at wit and 
cheery pep talks.) 


You can still become a patient in a hospital that is 
devoid of the personal touch. At some places, you can 
still gaze through the institutional atmosphere at 
things and people sterile and antiseptic—only occa- 
sionally seeing also your own physician as personifi- 
cation of familiar warmth and understanding. But to- 
day, as never before, you will find this picture of 
hospital life diminishing in the United States. Many 
physicians would like to see it vanish completely. 
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VIRAL ETIOLOGY OF CANCER AND 
LEUKEMIA? 


GUEST EDITORIAL 
Ludwik Gross, M.D. 


During the past decade the concept of viral etiology 
of cancer and allied diseases has gained considerable 
momentum. Experimental data began to accumulate 
nointing more and more to the possibility that many, 
if not all, malignant tumors may be caused by viruses. 
Thus, a large number of malignant tumors of different 
morphology and in different species of animals could 
be transmitted from one host to another by filtered 
extracts. At this time, most of the common tumors in 
chickens, such as the various forms of leukemia and 
sarcoma, have been found to be transmitted by filtered 
extracts. The natural epidemiology of chicken lympho- 
matosis through the embryonated eggs has also been 
established.' In some instances, among newly hatched 
chicks, the transmission may be air-borne. 

The most impressive recent advances, however, in 
the field of viral etiology of tumors have been accom- 
plished in mice. The fundamental discovery of Bitt- 
ner * in 1936, showing that a certain form of breast 
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carcinoma in the mouse is due to a virus that is trans- 
mitted in the milk from healthy (at the time of trans- 
mission) carrier mothers to their suckling offspring, 
could be considered the turning point in the history 
of modern cancer research. Fifteen years later, in 1951, 
mouse leukemia, a disease clinically and morphologi- 
cally strikingly similar to that occurring in humans, 
was demonstrated * to be caused by a filterable virus. 
The use of newborn animals proved to be essential for 
successful transmission of the cell-free leukemic agent 
in mice. Shortly afterward it was found * that, when 
filtered extracts prepared from leukemic mice were 
inoculated into newborn animals of certain susceptible 
nonleukemic strains, some animals developed leu- 
kemia, whereas others developed parotid gland carci- 
nomas and/or subcutaneous fibromyxosarcomas. These 
results have been recently confirmed by Woolley,’ at 
the Sloan-Kettering Institute in New York. When, 
later, filtered extracts were prepared from parotid 
tumors, or sarcomas, and inoculated into newborn 
mice, either leukemia, or parotid tumors, and/or 
subcutaneous sarcomas developed. Similarly, when 
Graffi and co-workers ° in Germany inoculated filtered 
extracts prepared from a transplanted mouse mam- 
mary carcinoma into newborn mice, a high percentage 
of the injected animals developed typical generalized 
leukemia. The question immediately arose whether 
one single virus may be able to induce leukemia, paro- 
tid gland tumors, subcutaneous sarcomas, or carcino- 
mas, or whether the leukemic extracts contained a 
mixture of distinct, though possibly related, oncogenic 
agents. This question, which is of fundamental im- 
portance, has not yet been answered. 

In further experiments it was demonstrated * that 
carrier mice of leukemic strains, earmarked to develop 
leukemia at middle age, even though in apparent good 
health when young, transmit the virus to their off- 
spring. This transmission occurs not through the milk, 
as in the case of mammary carcinoma, but directly 
through the embryos, from one generation to another. 
Mouse leukemia, as chicken lymphomatosis, appears 
to be, therefore, an egg-borne virus disease. In more 
recent studies it has been shown that the mouse leu- 
kemia virus is a spherical particle less than 70 m pu 
in diameter, which can be visualized in an electron 
microscope,’ and that this agent is present in various 
organs of the carrier animals, and in leukemic tumors 
and blood plasma of leukemic mice. 

In all these experiments, it was necessary to inject 
newborn mice, only a few hours old, in order to induce, 
with cell-free extracts, leukemia, parotid gland tumors, 
or sarcomas. It appeared, therefore, that the use of an 
animal not more than a few hours old was essential 
for the successful transmission of these oncogenic 
agents. When, however, Friend,” at the Sloan-Ketter- 
ing Institute in New York, inoculated cell-free extracts, 
prepared from a transplanted Ehrlich ascites mouse 
carcinoma, into newborn Swiss mice, some of the in- 
oculated mice developed generalized leukemia 14 
months later; one of these leukemias, a myelogenous 
form, proved to be transmissible by filtered extracts 
into adult Swiss mice. 

There may exist, therefore, different mouse leuke- 
mia viruses, some transmissible to newborn hosts only, 
others to adult hosts as well. Beard °® and his associates 
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at Duke University made similar observations in their 
studies on chicken leukemia: whereas chicks less than 
3 days old had to be used for inoculation with the 
myeloblastosis virus, young adult chickens could be 
inoculated with the virus of erythroblastosis. Al- 
though these two viruses are indistinguishable in elec- 
tron micrographs, representing spherical particles 
about 120 m yp in diameter, they induce distinct forms 
of chicken leukemia.° 

These recent developments in experimental cancer 
research add significantly to the older experiments in 
which various tumors in chickens, rabbits, frogs, and 
mice have been transmitted by filtered extracts. In 
humans thus far only warts and papillomas have been 
found to be transmissible by filtered extracts. By anal- 
ogy, however, it is quite apparent that many other 
human tumors may be caused by viruses. It is entirely 
possible that most, if not all, malignant tumors, not 
only in animals but also in humans, are caused by fil- 
terable viruses. Many of these viruses may be trans- 
mitted from generation to generation,’ remaining in a 
latent form harmless for their carrier hosts. Now and 
then, however, prompted by some obscure activating 
factors (some of them physiological, such as metabolic 
or hormonal, others extrinsic, such as chemical poisons 
or ionizing radiation), these hitherto dormant viruses 
may change into tumor-producing pathogens. Such 
“accidents” may happen only occasionally, separated 
by several generations of healthy carriers.’ 

Should this concept prove to be true, oncogenic 
viruses could be compared to temperate bacterio- 
phages, transmitted from one generation to another in 
lysogenic bacterial hosts, only very occasionally killing 
some of their carriers. This concept would throw a dif- 
ferent light on the carcinogenic action of certain 
chemicals as well as the development of leukemia in 
radiologists and in population groups exposed to ioniz- 
ing radiation. It would also explain the striking, though 
rare, reports of familial incidence of cancer and leu- 
kemia in humans. 


ANNUAL CONGRESS ON 
MEDICAL EDUCATION AND LICENSURE 


At the Congress on Medical Education and Li- 
censure scheduled to be held at the Palmer House, 
Chicago, February 10-12, 1957, the Council on Med- 
ical Education is planning its program to deal with 
current problems of widespread interest in medical 
education. 

The program on Sunday morning, February 10, will 
be devoted to a conference on Graduate Medical Edu- 
cation for General Practice—1957, which will be co- 
sponsored by the Advisory Board for Medical Spe- 
cialties and the Council. This conference will be 
introduced by two background statements, one pre- 
senting the role of undergraduate medical education 
today and the other presenting the concept of general 
practice regarding adequate graduate medical educa- 
tion in preparation for general practice—1957. These 
two background papers will be followed by a series of 
short, clean-cut presentations of what should constitute 
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graduate medical education for general practice today 
as seen from the point of view of (a) internal medi- 
cine, (b) pediatrics, (c) surgery, (d) obstetrics and 
gynecology, and (e) psychiatry. Ample time will be 
permitted after these presentations for discussion from 
the floor, with the speakers acting as a panel. It is 
hoped that this conference will aid in better clarifica- 
tion of the graduate needs in preparation for general 
practice—1957, rather than their interpretation in the 
setting of some years ago. This should be an interest- 
ing and valuable conference for all concerned with 
internship and residency training programs in both 
specialty and general practice. 

Sunday afternoon, February 10, will be devoted to 
the regular business meetings of the Advisory Board 
for Medical Specialties and the Federation of State 
Medical Boards of the United States. 

Monday, February 11, will be devoted to a sym- 
posium on Medical Education Tomorrow during the 
morning session. The introductory paper will deal 
with the “lasting values in medical education” as op- 
posed to the more transitory or temporary values. In 
projecting the discussion of Medical Education To- 
morrow, papers will be presented on medical educa- 
tion as a cultural experience, the importance of and 
concern over natural and physical sciences remaining 
basic in the education of the physician, the need for 
structuring medical education to adequately reflect 
medical research in both knowledge and attitudes, and 
the “pros and cons” of interpretation and correlation. 
Efforts will be made to deal with the factors that are 
most important in creating the current unrest among 
medical educators in the search for new and better 
objectives, as well as techniques and methodologies. 

The afternoon session on February 11 will focus at- 
tention on Postgraduate Medical Education. The key- 
note of this session will deal with the importance and 
challenges presented by this field. This will be fol- 
lowed by a presentation of the development of medical 
school-state medical society postgraduate programs 
(an analysis of the Kansas story). The role of a com- 
munity hospital in continuing education will be high- 
lighted by the Hunterdoon experiment and the poten- 
tial significance of its general pattern to postgraduate 
medical education. regional-hospital-medical 
school affiliation potentialities as exemplified by such 
programs as the Michigan Plan and the New York 
University Plan will also be presented. This program 
should also be of high interest to hospital administra- 
tors, state and local medical societies, and directors 
of postgraduate programs of medical education as well 
as to medical school administrators and faculty per- 
sonnel. 

The Federation of State Medical Boards of the 
United States will hold their Annual Federation Ban- 
quet on Monday evening, February 11. On Tuesday, 
February 12, the Federation will conduct its annual 
program around the general theme of “Re-evaluation of 
the Licensing Examination.” This challenging area of 
concern should be of interest to those engaged in the 
various aspects of undergraduate and graduate medi- 
cal education as well as to those concerned with li- 
censure. 
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MEDICAL NEWS 


CALIFORNIA 

Society News.—The Los Angeles Physicians’ Art Society has 
elected Dr. Douglas D. McKinnon, president; Dr. Alonzo B. Cass, 
president-elect; and Dr. Victor M. Marshall, secretary-treasurer. 
Dr. Samuel P. Danno, this year’s winner, received the society’s 
rotating “Oscar” from Dr. William M. Nethery, Glendale. 


Physicist to Address Cardiac Conference.—The Cardiac Surgical 
Conference at Mount Zion Hospital, San Francisco, will be ad- 
dressed by Norbert Wiener, Ph.D., who will speak at 10:15 a. m. 
Dec. 1 in Herbst Hall on “Use of the Ballistocardiogram as Evi- 
dence of Vascular Dynamics.” Dr. Wiener is professor of physics 
at Massachusetts Institute of Technology in Cambridge. 


Personal.—Dr. John R. Upton, assistant clinical professor of 
obstetrics and gynecology, University of California Medical 
School, Berkeley—San Francisco, has been appointed by Queen 
Elizabeth II as an associate officer in the Order of St. John for 
“his pioneer work in blood banking and his service to the British 
Commonwealth of Nations.” This order of chivalry, which is 
over 900 years old, discarded its military status in 1888 and 
became a purely service organization. 


CONNECTICUT 

Course on Economics of Medical Practice.—The Connecticut 
State Medical Society, in cooperation with Yale University School 
of Medicine, New Haven, department of public health, is spon- 
soring a course on the economics and relationships of medical 
practice at the Brady Auditorium, 310 Cedar St., New Haven. 
At 8 p. m., Dec. 5, a special lecture, “Role of the Physician in 
Preventive Medicine,” will be delivered by Dr. Dwight H. Mur- 
ray, Napa, Calif., President, American Medical Association. On 
Dec. 13, the series on “Careers in Medicine” will be continued 
with a discussion on surgery by Drs. Edward J. Ottenheimer, 
Willimantic, and William H. Curley Jr., Bridgeport. 


FLORIDA 

Medical Society Honors First Graduating Class.—At a pregradua- 
tion dinner sponsored by the faculty of the first graduating class 
of the University of Miami School of Medicine, Coral Gables, 
the Dade County Medical Association presented an engraved 
plaque bearing the English translation of the oath of Hippocrates. 
A brass plate below the engraving is inscribed: “Presented to 
the University of Miami School of Medicine in honor of its first 
graduating class June 11, 1956 by the Dade County Medical 
Association. Hunter B. Rogers, President, Vincent P. Corso, Sec- 
retary.” Dr. Rogers was invited by Homer F. Marsh, Ph.D., 
professor of bacteriology and dean of the medical school, to 
administer the oath to the new physicians. 


ILLINOIS 

Lecture in Winnetka.--Dr. Lauretta Bender, professor of clinical 
psychiatry, New York University College of Medicine, and princi- 
pal research scientist in child psychiatry, New York State De- 
partment of Mental Hygiene, will present “Problems of Early 
Development” Dec. 5, 8 p. m., at the North Shore Health Resort, 
225 Sheridan Rd., Winnetka. Physicians are invited. 


Meeting on Physical Medicine.—The Chicago Society of Physical 
Medicine and Rehabilitation will hold its regular meeting Dec. 1, 
2 p. m., at the Institute of Physical Medicine and Rehabilitation, 
619 N. Glen Oak Ave., Peoria. The program, “The Physiatrist 
and the Patient’s Physician,” will be presented by the medical 
staff, Institute of Physical Medicine and Rehabilitation, and 
representative members of the medical staffs of St. Francis 


Physicians are invited to send to this department items of news of gen- 
eral interest, for example, those relating to society activities, new hospitals, 
education, and public health. Programs should be received at least three 
weeks before the date of meeting. 


Hospital and the Methodist Hospital of Central Illinois. At 3 p. m. 
there will be a tour of the institute. A social hour, 5 p. m., will 
precede dinner. 


Chicago 

Lectures on History of Surgery.—The International College of 
Surgeons is sponsoring a series of lectures on the history of sur- 
gery at the Surgeons’ Hall of Fame, 1524 Lake Shore Dr. 
All physicians will be welcome to attend. On Dec. 4, “The 
Middle Ages in Medicine and the School of Salerno” will be 
considered by Mr. Loren MacKenney, professor of history, Uni- 
versity of North Carolina, Chapel Hill. 


Society News.—The Institute of Medicine of Chicago will hold 
its 41st annual meeting Dec. 4 at the Furniture Club of America, 
17th floor, 667 N. McClurg Ct. (telephone during the meeting: 
WHitehall 4-8552). The open meeting at 8 p. m. will be pre- 
ceded by the annual reception, 6 p. m., and dinner, 7 p. m., for 
fellows of the institute, their wives, and other guests. The presi- 
dential address, “The Medical Outlook from Washington, D. C.,” 
will be delivered at 9 p. m. by Dr. Lowell T. Coggeshall. 


Symposium on Parenteral Therapy with Fluids.—A symposium 
on parenteral therapy with fluids, co-sponsored by the Chicago 
Medical Society and Baxter Laboratories, Inc., will be held at 
the Sheraton Hotel; Dec. 5-6, in connection with the 25th anni- 
versary of Baxter Laboratories and pioneering by Chicago physi- 
cians in the development of such therapy. All physicians are 
invited to attend. There is no registration fee. The program, 
which will open with a review of the development of parenteral 
therapy with fluids by Dr. Karl A. Meyer, president, Chicago 
Medical Society, will include the following presentations: 


Physiology of Acid Base Balance, Harry F. Weisberg, Chicago. 

Diagnosis of Fluid Electrolyte Imbalance, Harvey R. Bernard, St. Louis. 

Third Body Space—Translocation of Fluid, Parker Vanamee, New York City. 

Special Pediatric Problems, Charles U. Lowe, Buffalo. 

Therapy of Fluid Electrolyte Problems, Carl O. Rice, Minneapolis. 

Use of Blood, Ralph M. Hartwell, New Orleans. 

Use of Plasma Volume Expanders, Jacob J. Weinstein, Washington, D. C. 

Treatment of Burns, Major Bruce G. MacMillan, M.C., Brooke Army Medi- 
cal Center, Fort Sam Houston, Texas. 

Carbohydrates, Rachmiel Levine, Chicago, 

Vitamins, Tom D. Spies, Birmingham. 

Protein, William E. Abbott, Cleveland. 

Fat, Frederick J. Stare, Boston. 


IOWA 


Tumor Conference.—The lowa division, American Cancer So- 
ciety, and the University Hospitals, State University of Iowa 
College of Medicine, lowa City, will present a tumor conference 
Dec. 7-8. A symposium on leukemias and lymphomas will be 
conducted at 11 a. m. Friday, by Drs. Willis M. Fowler, John R. 
Carter, and Higdon B, Elkins. “Viruses and Cancer” by Dr. 
Richard E. Shope, Rockefeller Hospital for Medical Research, 
New York City, will be presented at 4:10 p. m. Friday, and a 
lecture on bone cancer, with special reference to cartilaginous 
tumors, will be given at 11 a. m. Saturday, by Dr. Granville A. 
Bennett, professor of pathology, University of Illinois College of 
Medicine, Chicago. The program will also include the following 
presentations by lowa City participants: 


Gynecologic Cancer—Helpful Hints in Diagnosis, William C. Keettel. 

What Therapy Can Do for Female Pelvic Cancer, John H. Randall. 

Cancer of the Breast: A Quarter Century at University Hospitals, Robert 
C. Hickey. 

Palliation of Advanced Breast Cancer, Robert T. Tidrick. 

The Pediatrician Discovers a Mass—What Then? John D. MacQueen. 

The Surgeon and the Child with Cancer, John A. Gius. 

Urological Diagnostic Hints, Raymond G. Bunge. 

Recent Changes in Therapy of Cancer of the Gastrointestinal Tract, Rubin 
Flocks. 

The Plaee-of.Isotepesin Cancer Care: Present and Future Potentials, Titus 
Evans, Ph.D. 

Lesions Produced by Aminonitriles, Ignacio V. Ponseti. 

Dermatologist and Cutaneous Cancers, Ruben Nomland. 

Special Problems in Cutaneous Cancer for the Surgeon, Sidney E. Ziffren. 

Shadow in the Lung—the Internist, Paul M. Seebohm. 

Shadow in the Lung—the Surgeon, Johann L. Ehrenhaft. 
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Dr. Mare Hollender Goes to Syracuse.—Dr. Marc H. Hollender, 
associate professor of psychiatry, University of Illinois College of 
\ledicine, and staff member of the Institute for Psychoanalysis, 
las been appointed professor and chairman of the department 
of psychiatry at State University of New York College of Medi- 
cine at Syracuse. Dr. Hollender succeeds Dr. Edward J. Stain- 
brook, who resigned last February to become professor and 
chairman of psychiatry at the University of Southern California, 
Los Angeles, and chief of psychiatric services at Los Angeles 
County Hospital. Dr. Hollender has been affiliated with Cook 
County Hospital and the University of Illinois Neuropsychiatric 
Institute. From 1942 to 1946 he served in the Air Force Medical 
Corps. In 1949 he received certification in psychiatry from the 
American Board of Psychiatry and Neurology. 


MASSACHUSETTS 


Dr. Hume Goes to Virginia.—Dr. David M. Hume, assistant pro- 
fessor of surgery and director of surgical research at the Harvard 
Medical School, Boston, has been appointed professor of surgery 
at the Medical College of Virginia, Richmond, to succeed the 
late Dr. Isaac A. Bigger. He assumed his duties as professor and 
head of the department of surgery on Aug. 16. 


Dr. Lennox Honored.—Dr. William G. Lennox, associate pro- 
fessor emeritus in neurology at Harvard Medical School, Boston, 
has been chosen by the American Pharmaceutical Manufacturers’ 
Association as the recipient of its scientific award for his research 
on the adaption of psychotherapeutic agents in the treatment of 
mental diseases. Dr. Lennox is a past-president of the Interna- 
tional League Against Epilepsy and a founder of the American 
Epilepsy League. The presentation to Dr. Lennox will be made 
at the mid-year meeting of the association, Dec. 11 at the 
Waldorf-Astoria Hotel in New York City. 


Dr. Solomon Becomes Emeritus Professor.—Dr. Harry C. Solo- 
mon, Boston, who helped to shape the early development of the 
teaching of psychiatry in the Harvard Medical School, has 
become emeritus professor of psychiatry, but will continue as 
medical director and superintendent of the Boston Psychopathic 
Hospital, the major center for the teaching of psychiatry in the 
medical school. He is currently president-elect of the American 
Psychiatric Association and president of the Association for 
Research in Nervous and Mental Disease. Dr. Solomon served 
as a first lieutenant with the Army Medical Corps in 1918-1919 
and during World War II was chief neuropsychiatric examiner 
of the Boston Recruiting and Induction Station and a consultant 
to the Secretary of War. Among his many scientific publications 
are “Syphilis of the Innocent,” “Studies in Lobotomy,” “Neuro- 
syphilis,” “The Frontal Lobes and Schizophrenia,” and “Manual 
of Neuropsychiatry,” of which he was co-editor. 


MICHIGAN 


Symposium on Trauma.—The fifth annual Symposium on 
Trauma, sponsored by the Wayne State University Medical 
School, Detroit, and the Michigan Regional Committee on 
Trauma, will be held Dec. 5. Exhibits will be shown in the 
morning at the Farwell Building. A complimentary luncheon 
sponsored by the Upjohn Company will be given in the Medical 
School Cafeteria. The presentation of Dr. Henry C. Marble. 
Boston, the afternoon guest speaker, will be followed by two 
panel discussions in the auditorium of the Lafayette Clinic. 
Registration fee is $2. Interns and residents will be admitted 
free, 


NEW JERSEY 


Doctors’ Chorus Aids Chronically Ill.—The doctors’ chorus of the 
Essex County Medical Society recently presented to the Essex 
County service for the chronically ill $1,300, the net proceeds of 
the 1956 benefit concert, bringing to $11,500 its contributions to 
this service. The chorus closed its 1955-1956 season with the 
third benefit concert for the Roseville Y.M.C.A. 


Visiting Chiefs at Hospital.—The Atlantic City Hospital will have 
as visiting chiefs pro-tem Dr. Bernard Fisher, assistant professor 
of surgery, University of Pittsburgh School of Medicine, Dec. 
3-7; Dr. William T. Fitts Jr., associate professor of surgery, Uni- 
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versity of Pennsylvania School of Medicine, Philadelphia, Dec 
10-14; Dr. S. Leon Israel, associate professor of obstetrics and 
gynecology, University of Pennsylvania Graduate School of 
Medicine, Philadelphia, Dec. 17-19; Dr. Charles W. Charny, 
associate in urology, Hahnemann Medical College and Hospital 
of Philadelphia, Dec. 20-21. 


Tumor Seminar.—The sixth annual slide seminar on “Unusual 
Tumors,” sponsored by the New Jersey Society of Clinical 
Pathologists and the New Jersey State Department of Health, 
bureau of pathology, will be held at 2 p. m., Dec. 8, in the 
Essex House, Clinton and Broad streets, Newark. The moderator 
will be Dr. Arthur P. Stout, Institute for Cancer Research, Co- 
lumbia University College of Physicians and Surgeons. All physi- 
cians are welcome. A social hour and dinner, with Dr. Stout as 
guest, will be held at the Essex House after the seminar. 
Reservations for the dinner may be made through Dr. Murray 
W. Shulman, Irvington General Hospital, Irvington, chairman of 
the seminar. 


Annual Martland Lecture.—The Essex County Pathological and 
Anatomical Society will present the 20th annual Harrison S. 
Martland Lecture, Dec. 5, at the Academy of Medicine, 91 Lin- 
coln Pk., Newark. Dr. Sidney Farber, professor of pathology, 
Harvard Medical School, and director of the Cancer Research 
Foundation at the Children’s Hospital Center, Boston, will dis- 
cuss “Progress in the Treatment and Control of Cancer.” The 
meeting, which will be held in conjunction with the Academy 
of Medicine of New Jersey and the Essex County Medical So- 
ciety, will be preceded by dinner at the Essex House Hotel, 
Broad Street. Reservations, $5 per person, should be sent to 
Dr. Murray W. Shulman, 913 20th St., Newark 8. All members 
of the profession are invited. 


NEW MEXICO 

Society News.—The New Mexico Medical Society has appointed 
Dr. Aaron E. Margulis, Santa Fe, as its state scientific editor 
and member of the Rocky Mountain Medical Journal editorial 
board, to succeed Dr. Carl H. Gellenthien, Valmora, who retired 
from the editorship after almost 12 years of service. 


NEW YORK 


Lecture in Gerontology.—Dr. Edmund V. Cowdry, director of 
the division of cancer research, Washington University School 
of Medicine, St. Louis, will deliver the third annual Lecture in 
Gerontology at the Hospital Division, Brooklyn Hebrew Home 
& Hospital for the Aged, 813 Howard Ave., Brooklyn, Dec. 6, 
8:30 p. m. 


Assembly on Anesthesiology.—The 10th Postgraduate Assembly 
of the New York State Society of Anesthesiologists at the Hotel 
New Yorker, New York City, Dec. 5-8, will open Wednesday at 
9:30 a. m. with simultaneous panels on “Blood Transfusions: 
Problems, Results, Medicolegal Responsibilities” and “Current 
Trends in the Study of Kidney Function.” Out-of-state partici- 
pants in the former panel include C. Joseph Stetler, LL.M., 
director, Law Department, American Medical Association, Chi- 
cago, and Dr. William G. Workman, Bethesda, Md.; in the 
latter, Drs. Frederic C. Bartter, Bethesda, Md., and Joseph E. 
Murray, Boston. After roundtable luncheons at 12:30 p. m., 
panels will be presented on “Light Anesthesia, Baianced Anes- 
thesia, or Polypharmacy” and “Circulatory Stress.” Out-of-state 
participants in the former will include Drs. C. Ronald Stephen, 
Durham, N. C., and Philip D. Woodbridge, Greenfield, Mass.; 
and in the latter, Dr. Howard A. Frank, Boston. On Thursday 
afternoon, there will be a closed circuit telecast. The New York 
State Society of Anesthesiologists will be hosts at the annual 
cocktail party (7 p. m.) and dinner-dance (8 p. m.), honoring 
Dr. Emory A. Rovenstine, New York City. Friday morning Dr. 
Robert M. Smith, Boston, will serve as chairman on a panel, 
“Management of the Infant for Surgery,” in which the partici- 
pants will be Drs. C. Everett Koop, Philadelphia; William O. 
McQuiston, Peoria, Ill.; and Earle L. Wrenn Jr., Memphis, 
Tenn. Simultaneously, Dr. James E. Eckenhoff, Philadelphia, 
will be chairman of a panel on antidotes in anesthesiology, with 
the following collaborators: Dr. John Adriani, New Orleans; 
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Edwin I. deBeer, Ph.D., Tuckahoe, New York, and Dr. Abraham PENNSYLVANIA pr 
Wikler, Lexington, Ky. Friday afternoon will be devoted to the : . ea 
Emory A. Rovenstine, M.D., Testimonial Scientific Program, and Philadelphia St 
Saturday morning to the Resident’s Program. Dr. Ravdin Retires from Army Reserve Corps.—Dr. Isador S. ad 

Ravdin, the John Rhea Barton Professor of Surgery at the Uni- 63 
New York City versity of Pennsylvania School of Medicine, was retired from 
Wechsler Lecture.—The annual Israel $. Wechsler Lecture will service in the U. S. Army Medical Corps Reserve, Oct. 30. The ” 
be given Dec. 14, 8:30 p. m. at the Mount Sinai Hospital by ceremonies at the university were attended by ranking officers an 
Horace W. Magoun, Ph.D., professor of anatomy, University of from Philadelphia; Washington, D. C.; and the Second Army zis 
California at Los Angeles School of Medicine. His subject will Headquarters, Fort George G. Meade, Md. Gaylord P. Harnwell, we 
be “Aristotelian Psychology and the Twentieth Century Brain.” LL.D., president of the university, was a speaker. Dr. Ravdin is an 

the first medical officer to reach the rank of major general in the m: 
Conference on Cardiac Disease.—The New York Heart Associa- Army Reserve Corps. He received the Legion of Merit with oak AY 


leaf cluster for service as commander of the 20th General Hos- 


tion will hold a one-day conference on “Atherosclerosis and ss . ; M 
Coronary Heart Disease” at the Waldorf-Astoria, Jan. 15, 1957. pital in Assam, India, during World War II, and also the Order R 
Speakers will include Drs. Paul D. White, Boston; Edwin of the Cloud and Banner, first degree, from China for this service. : 
C. Andrus, Baltimore; Herman E. Hilleboe, Albany, N. Y.; Brig. Gen. Harold G. Scheie, professor of ophthalmology and 7. 
and Ancel B. Keys, Ph.D., Minneapolis. U. S. Army Reserve commanding general, 3lst Hospital Center | 
, Reserve unit, Schuylkill Barracks, Philadelphia, presided. The = 

Lecture on Neoplastic Diseases.—In a series of lectures on neo- U. S$. Army field band played for this program. Dr. Ravdin is ve 
plastic diseases, Montefiore Hospital will offer “Studies of Inter- also director of the Harrison department of surgical research at D: 
ference with the Utilization of Precursors of Nucleic Acids” by the university, senior consultant to the Army surgeon general, a “F 
Dr. Arnold D. Welch, chairman, department of pharmacology, member of the Advisory Council on Health and Medicine, Office pas 
Yale University School of Medicine, New Haven, Conn., Dec. 7 of the Secretary of Defense, and a member of the National Ad- th 
at 3 p. m. in the West Basement Conference Hall. visory Cancer Council to the surgeon general of the U. S. Public H 
Health Service. He is a native of Indiana, the son, grandson, and Sa 

Howard Taylor Ricketts Award.—Dr. John C. Bugher, director great-grandson of physicians. “F 
of medical education and public health, Rockefeller Foundation, by 


received the Howard Taylor Ricketts award for 1956 at a cere- 
mony at the University of Chicago when Dr. Bugher read a 
paper on “Changing Patterns in the Public Health.” The How- 
ard Taylor Ricketts award was established by Mrs. Howard T. 
Ricketts after the death of her husband, a member of the Rush 
Medical College staff who discovered the cause of Rocky Moun- 
tain spotted fever and died on May 3, 1910, while doing re- 
search on typhus in Mexico City. 


Symposium on Obesity.—The ninth A. Walter Suiter Lecture 
will be presented as a symposium on obesity at a meeting of the 
New York Academy of Medicine, 8:30 p. m. Dec. 6. The meta- 
bolic aspect of obesity will be discussed by Jean Mayer, Ph.D., 
associate professor of nutrition, Harvard School of Public 
Health, Boston; the neurophysiological aspect by Dr. John R. 
Brobeck, professor of physiology, University of Pennsylvania 
School of Medicine, Philadelphia; and the psychological aspects 
by Dr. Walter W. Hamburger, associate professor of psychiatry, 
University of Rochester School of Medicine and Dentistry. 
Although the symposium is intended primarily for physicians 
and public health workers, the public is invited to attend. 


RHODE ISLAND 


Hospital News.—The Rhode Island Hospital House Officers 
Alumni Association was recently organized. The following offi- 
cers were elected: president, Dr. Russell B. Scobie, Newburgh, 
N. Y.; vice-president, Dr. J. Murray Beardsley, Providence; and 
secretary, Dr. Henry F. McCusker, Providence. The number of 
living alumni totals 637, and an additional 75 interns and resi- 
dents are presently in training. 


VIRGINIA 

Welburn Award to Dr. Detwiler.—At the annual dinner of the 
Arlington County Medical Society, June 28, the third annual 
Welburn award for distinguished service to medicine in the 
community was bestowed on Dr. Robert H. Detwiler, Arlington, 
the first doctor to be so honored. 


Symposium on Cardiology Postponed.—The Medical College of 
Virginia, Richmond, announces the postponement of the Sym- 
posium on Cardiology and Cardiac Surgery, originally scheduled 
for Dec. 12-14. The postponement is necessitated by the fact 
that Dr. Andre Cournand, New York City, the McGuire Lec- 


' turer, will be in Stockholm at that time to receive a Nobel prize. D 
Schoenberg Memorial Program.—The 10th annual Schoenberg The date of the symposium will be announced later. s 
Memorial program of the New York Society for Clinical C. 
Ophthalmology and the National Society for the Prevention of GENERAL Se 
Blindness will be held at the New York Academy of Medicine, Ai 
Dec. 10, 8:15 p. m. The program honors the late Dr. Mark J. Meeting on Industrial Medicine.—The Central States Society of sc 
Schoenberg, a founder of the New York Society for Clinical Industrial Medicine and Surgery will hold its fall meeting of 
Ophthalmology and first chairman of the committee on glau- Dec. 2 at the Palmer House, Chicago, under the presidency of di 
coma of the national society. Dr. Irving H. Leopold, head, Dr. Leonard Arling, Minneapolis. The following program will be ta 
department of ophthalmology, University of Pennsylvania Grad- presented at 2 p. m.: fe 
uate School of Medicine, Philadelphia, will speak on “Advances Oglesby Paul, Chicago, The Employability of Cardiacs. gr 
in the Medical Therapy of Glaucoma,” and Dr. Hans Goldmann Karl H. Pfuetze, Chicago, Reemployment of the Extubercular Patient by n 
of the University of Berne, Switzerland, will discuss “The Prob- a “Deicb. Buffelo. R Ad in § T de 
lem of Glaucoma in Myopia.” All physicians are invited. (f 
em 0 auco yop phy Robert G. Thompson, Chicago, Amputations and the Newest Developments 


in Prostheses. 
OKLAHOMA Mr. K. A. Carney, Chicago, Railroads’ Approach to Medical Legal Problems. Cc 


Cancer Conference.—The Oklahoma division of the American 
Cancer Society will hold its annual meeting in the auditorium 
of the University of Oklahoma School of Medicine, Oklahoma 


Meeting on Air Pollution Control.—_The semiannual meeting of 
the Air Pollution Control Association will be held at the Rice 
Hotel, Houston, Texas, Dec. 3-5. The morning session will fea- 


City, Dec. 8. The following out-of-state physicians will be ture a discussion of the Houston air pollution situation and its th 

among the guest speakers: Drs. Roger A. Harvey, head, depart- legal aspects in the Houston area. Other sessions will include 

ment of radiology, University of Illinois College of Medicine, sympogiums on the odor problem, the sulfur problem, and the a 
c 


Chicago; Hayes Martin, associate professor of clinical surgery, dust problem. 


Cornell University Medical College, New York; John R. - 
Schenken, professor of pathology and bacteriology, University Course on Clinical Hypoxia.—The National Resuscitation So- 2 
of Nebraska College of Medicine, Omaha; and Richard W. tr 
TeLinde, professor of gynecology, Johns Hopkins University 
School of Medicine, Baltimore. 


ciety Inc., formerly the Society for the Prevention of Asphyxial 
Death Inc., will present its 118th course in clinical hypoxia, 
featuring laryngoscopy and intubation, Dec. 7-8. Courses are 
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presented the first Friday afternoon and Saturday morning of 
each month at the New York Academy of Sciences, 2 E. 63rd 
St., New York City. Matriculation fee is $50. For information, 
address the Secretary, National Resuscitation Society Inc., 2 E. 
63rd St., New York 21 (telephone, REgent 4-3515). 


Surgical Essay Contest.—The Southeastern Surgical Congress 
announces its annual prize scientific paper award for 1957. The 
author of the best unpublished contribution on surgery or allied 
subjects will be awarded $100 and expenses to attend the next 
annual meeting of the congress in St. Petersburg, Fla. For infor- 
mation write Dr. Alva H. Letton, Chairman, Scientific Paper 
Award Committee, 478 Peachtree St., Atlanta, Ga. 


Meetings on Nervous and Mental Disease.—The Association for 
Research in Nervous and Mental Disease will hold its 36th 
annual meeting at the Hotel Roosevelt, New York City, Dec. 
7-8, under the presidency of Dr. Harry C. Solomon, Boston, to 
consider “The Brain and Human Behavior.” The Friday after- 
noon session, which will be devoted to consideration of temporal 
and deep sylvian areas of the human brain, will be opened by 
Dr. Wilder G. Penfield, Montreal, Canada, who will discuss 
“Functional Localization in Temporal and Deep Sylvian Areas,” 
and will close with “The Physiological and Anatomical Basis for 
the Functional Subdivisions of the Temporal Region” by Drs. 
Herbert H. Jasper and Theodore B. Rasmussen, Montreal. The 
Saturday program on pharmacology and behavior will include 
“Behavioral Changes After Intraventricular Injection of Drugs” 
by Dr. William S. Feldberg, London, England; “Physiology of 
the Corpus Callosum” by Dr. Frederic Bremer, Brussels, Bel- 
gium; and “Functional Plasticity in Cortical Speech Areas and 
the Integration of Speech” by Dr. H. Lamar Roberts, Montreal, 
Canada. In conjunction with the association meetings, the 
American League Against Epilepsy will hold its annual meeting 
Dec. 6 at the Hotel Roosevelt and the annual meeting of the 
Eastern Association of Electroencephalographers will convene 
Dec. 5 at the College of Physicians and Surgeons, Amphitheater 
A, Columbia-Presbyterian Medical Center. 


Dermatologists Meet in Chicago.—The 15th annual meeting of 
the American Academy of Dermatology and Syphilology will 
convene at the Palmer House, Chicago, Dec. 8-13, under the 
presidency of Dr. George M. Lewis, New York City. The Paul 
A. O'Leary Memorial Lecture, “The Seborrheic Diathesis,” will 
be given Monday morning by Dr. John T. Ingram, Leeds, Eng- 
land. On Tuesday at 8:30 p. m., Dr. Leonard L. Lovshin, 
Cleveland, will present the John E. Rauschkolb Memorial Lec- 
ture, “Signs That Aid in the Diagnosis of Functional Disease.” 
Other special lectures include “The Importance of Mycologic 
Diagnostic Facilities in Medicine” by Norman F. Conant, Ph.D., 
Durham, N. C. (Sunday, 3:30 p. m.), and on Monday morning, 
“Structure and Function of Sebaceous Glands” by Dr. Walter 
C. Lobitz Jr., Hanover, N. H. and “Therapy of Seborrhea and 
Seborrheic Dermatitis” by Dr. Nelson P. Anderson, Los Angeles. 
An all-day symposium on pharmaceutical therapeutics has been 
scheduled for Thursday. In all, 14 other symposiums will be 
offered. On Tuesday afternoon there will be a panel on the 
diagnosis and treatment of cutaneous malignancy. Ten round- 
table panels will be given. An all-day clinicopathological con- 
ference has been arranged for Wednesday. Informal discussion 
groups are planned for Monday and Tuesday noon and after- 
noon and for Wednesday noon. Cocktails at 6:30 p. m. Wednes- 
day will precede the banquet and entertainment at 7:30 p. m. 
(formal dress optional ). 


CANADA 


International Congress in Toronto on Rheumatic Diseases.—The 
ninth International Congress on Rheumatic Diseases, a quad- 
rennial function of La Ligue Internationale contre le Rhuma- 
tisme, will be held at Toronto, Canada, June 23-28, 1957, under 
the auspices of the Canadian Rheumatism Association. The 
program committee is anxious to receive reports on current 
clinical or basic research dealing with any aspect of the rheu- 
matic diseases. A 200-word abstract of papers offered for con- 
sideration should be submitted not later than Jan. 1, 1957, in 
triplicate in the language in which the paper is to be read. If 
an abstract is submitted in a language other than English, an 
accompanying English translation will be helpful, though not 
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essential. All correspondence should be directed to: The Ninth 
International Congress on Rheumatic Diseases, Post Office Box 
237, Terminal “A,” Toronto, Ontario, Canada. 


CORRECTIONS 
Treatment of Subacute Bacterial Endocarditis.—In the Query 


and Minor Note on subacute bacterial endocarditis in Tre 


JourNAL, Sept. 22, 1956, page 435, line 18 of the first paragraph, : 


which reads “4 million units of crystalline benzathine penicillin 
G,” should have read “4 million units of crystalline benzyl peni- 


cillin G.” 


Lead Poisoning.—In the initial summary of the article by Dr. 
Harold Jacobziner in THE JouRNAL, Sept. 29, 1956, page 454, 
right-hand column, lines 10 and 11, the statement should read 
“and children in the 1-3 year age group accounted for 70 out of 
80 cases of lead poisoning observed in children under the age of 
7 years.” 


EXAMINATIONS 
AND LICENSURE 


AMERICAN BOARD OF ANESTHESIOLOGY: Part 1. Various locations, July 19. 
Final date for filing application is Jan. 19, Oral. Asheville, No. Car., 
Mar. 24-29. Sec., Dr. Curtiss B. Hickcox, 80 Seymour St., Hartford 15, 
Conn. 

AMERICAN BoarpD oF INTERNAL MEDICINE: Subspecialties. Gastroenter- 
ology. Philadelphia, April 5-6. Final date for filing application is March 1. 
Exec. Sec., Dr. W. A. Werrell, 1 West Main St., Madison 3, Wis. 

AMERICAN BOARD OF NEUROLOGICAL SURGERY: Examination given twice 
annually, in the spring and fall. In order to be eligible a candidate must 
have his application filed at least six months before the examination time. 
Sec., Dr. Leonard T. Furlow, Washington University School of Medicine, 
St. Louis 10. 

AMERICAN BOARD OF OBSTETRICS AND GYNECOLOGY: Part I. Various cities 
of the United States, Canada, and military centers outside the Conti- 
nental United States, Feb. 1. Candidates must submit case reports to the 
office of the Secretary within thirty days of being notified of their eligi- 
bility to Part I. The cases must be prepared in the manner described in 
the Bulletin of the board with a duplicate index list. Part II, Chicago, 
May 16-25. Request for reexamination in Part II must be received prior 
to Feb. 1. Sec., Dr. Robert L. Faulkner, 2105 Adelbert Road, Cleve- 
land 6, Ohio. 

AMERICAN BOARD OF OPHTHALMOLOGY: Written. Jan. 21. Final date for 
filing application was July 1. Oral. New York, May 23-27; Chicago, 
Oct. 7-11. Sec., Dr. Merrill J. King, Box 236, Cape Cottage Branch, 
Portland 9, Maine. 

AMERICAN BOARD OF ORTHOPAEDIC SURGERY: Oral. Part II. Chicago, Jan- 
uary 1957. Final date for filing application was Aug. 15. Sec., Dr. Sam 
W. Banks, 116 South Michigan Ave., Chicago 3. 

AMERICAN Boarp OF OTOLARYNGOLOGY: Chicago, Oct. 7-11. Final date 
for filing application is April. Sec., Dr. Dean M. Lierle, University Hos- 
pitals, Iowa City. 

AMERICAN BOARD OF PATHOLOGY: Oral and Written. Pathologic Anatomy 
and Clinical Pathology. Washington, April 4-6. Final date for filing appli- 
cation is March 1. Sec., Dr. Edward B. Smith, 1040 West Michigan St., 
Indianapolis 5. 

AMERICAN Boarp oF Pepratrics: Oral. Part II. San Francisco, Dec. 7-9. 
Sec., Dr. John McK. Mitchell, 6 Cushman Road, Rosemont, Pa. 

AMERICAN BOARD OF PHysICAL MEDICINE AND REHABILITATION: Parts I 
and II. New York City, June 8-9. Final date for filing application is 
March 1. Sec., Dr. Earl C. Elkins, 200 First St., $.W., Rochester, Minn. 

AMERICAN Boarp oF Prastic Surcery: Entire Examination. Philadelphia, 
May 4-6. Final date for filing case reports is Jan. 1. Corres. Sec., Mrs. 
Estelle E. Hillerich, 4647 Pershing Ave., St. Louis 8. 

AMERICAN BOARD OF PREVENTIVE MEDICINE: Oral and Written. Public 
Health. Philadelphia, Nov. 8-10. Sec., Dr. Ernest L. Stebbins, 615 N. 
Wolfe St., Baltimore, Md. 

AMERICAN Boarp oF Prastic SunGery: Parts I and II. Philadelphia, Sep- 
tember. Final date for filing application is March 1. Sec., Dr. Stuart T. 
Ross, 520 Franklin Ave., Garden City, New York. 

AMERICAN Boarp OF PsyCHIATRY AND Neuro.tocy: Oral. New York, Dec. 
10-11 and New Orleans, Mar. 18-19. Final date for filing application 
was Sept. 10. Sec., Dr. David A. Boyd, Jr., 102-110 Second Ave., S.W., 
Rochester, Minn. 

AMERICAN BoarpD OF RapioLocy: Tampa, April 1-6. Final date for filing 
application is Jan. 1. Washington, Sept. 23-28. Final date for filing ap- 
plication is June 1. Sec., Dr. B. R. Kirklin, Kahler Hotel Bldg., Roch- 
ester, Minn. 

AMERICAN BoaArRD OF SuRGERY: Part II. Kansas City, Kan., Dec. 10-11; 
Los Angeles, Jan. 14-15; San Francisco, Jan. 17-18; Houston, Feb. 18-19; 
Nashville, Mar. 11-12; Boston, April 8-9, and New York, June 10-11. 

AMERICAN Boarp or Uro.ocy: February 1957. Sec., Dr. William Niles 
Wishard, 1711 N. Capital Ave., Indianapolis 7. 

Boarp or THORACIC SURGERY: Written. Various centers throughout the 
country, February 1957, and the closing date for registration is Dec. 1, 
1956. Sec., Dr. William M. Tuttle, 1151 Taylor Ave., Detroit 2. 
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DEATHS 


Plass, Everett Dudley ® Saranac Lake, N. Y.; born in Pough- 
keepsie May 6, 1886; Johns Hopkins University School of Medi- 
cine, Baltimore, 1911; formerly on the faculty of his alma mater; 
professor emeritus of obstetrics and gynecology at the State Uni- 
versity of lowa College of Medicine, lowa City, where for many 
years he was professor and head of the department; member, 
past-president, and secretary of the Central Association of Obste- 
tricians and Gynecologists; member of the Iowa State Medical 
Society and the American Gynecological Society; secretary, Sec- 
tion on Obstetrics, Gynecology and Abdominal Surgery of the 
American Medical Association from 1934 to 1937, when he be- 
came chairman of the Section on Obstetrics and Gynecology, 
serving until 1938; specialist certified by the American Board of 
Obstetrics and Gynecology and formerly a member; served as a 
member of the National Board of Medical Examiners; veteran of 
World War I; obstetrician-in-chief at the Henry Ford Hospital in 
Detroit from 1922 to 1926; died Aug. 17, aged 70, of ruptured 
aortic aneurysm. 


Scott, James Robert © Santa Fe, N. Mex.; born in Hamden, N. Y., 
April 29, 1886; Cooper Medical College, San Francisco, 1912; 
served as the anatomist and microscopist for the Army Medical 
Museum in Washington, D. C., and pathologist for the Los An- 
geles County Hospital in Los Angeles and the Baker Clinic in 
Baker City, Ore.; served as an associate professor of pathology 
and bacteriology at the University of South Dakota in Vermillion, 
and as the associate professor of health education at the Univer- 
sity of New Mexico in Albuquerque; from 1928 to 1933 county 
health officer in Albuquerque; later district health officer; in 
1940 became director of the New Mexico Department of Public 
Health, which position he held until 1953, when he became dis- 
trict health officer for Dona Ana County, fourth district, Las 
Cruces; retired Aug. 1, 1956, returning to Santa Fe; member of 
the governing council of the American Public Health Association 
and its official delegate; past-president of the New Mexico Public 
Health Association; died in St. Vincent Hospital Sept. 14, aged 
70, of diabetes mellitus and pneumonia. 


Love, Ben Del, Jr., Nashville, Tenn.; born in Pauls Valley, Okla., 
March 4, 1918; Meharry Medical College, Nashville, 1950; in- 
terned at the George W. Hubbard Hospital of Meharry Medical 
College, where he served a residency; from 1952 to 1954 a re- 
search fellow in medicine at the Thorndike Memorial Laboratory 
of the Boston City Hospital in Boston, and a research fellow in 
medicine at Harvard Medical School in Boston; assistant pro- 
fessor of microbiology, and instructor of medicine at his alma 
mater, where he was director of the Holman Memorial Labora- 
tory and chairman of the committee on hospital laboratories; on 
the staff of the George W. Hubbard Hospital of Meharry Medi- 
cal College, where he died Sept. 2, aged 38, of subarachnoid 
hemorrhage. 


Safford, Henry Barnard @ New York City; born in 1883; New 
York Homeopathic Medical College and Flower Hospital, New 
York City, 1908; emeritus professor of obstetrics and gynecology 
at the New York Medical College, Flower and Fifth Avenue 
Hospitals; specialist certified by the American Board of Obstetrics 
and Gynecology; fellow of the American College of Surgeons; 
consultant at the Mother Cabrini Memorial and Metropolitan 
hospitals; a long-time chief of staff for gynecology and obstetrics 
at Flower and Fifth Avenue Hospitals; author of “That Benning- 
ton Mob,” “The Intimate Problems of Women,” and “Tell Me, 
Doctor”; had conducted a monthly column under the latter title 
in the Ladies Home Journal since 1951; died in the Nassau Hos- 
pital, Mineola, Sept. 16, aged 72, of coronary occlusion. 


Nammack, Charles Halpin, New York City; born in New York 
City March 31, 1888; Columbia University College of Physicians 
and Surgeons, New York City, 1912; for many years police de- 
partment surgeon; professor of medicine, New York Polyclinic 
Medical Schoo! and Hospital; formerly on the faculty of the New 
York University College of Medicine and the New York Uni- 
versity Post-Graduate Medical School; specialist certified by the 
American Board of Internal Medicine; member of the Medical 
Society of the State of New York; on the staffs of the Bellevue 


@ Indicates Member of the American Medical Association. 


and University hospitals; consultant at Misericordia Hospital and 
the New York Infirmary; died Sept. 29, aged 68, of coronary 
disease. 

Layne, Charles Wesley ® Newburgh, N. Y.; born in Pembroke, 
Ky., Nov. 16, 1900; Emory University School of Medicine, At- 
lanta, Ga., 1928; specialist certified by the American Board of 
Internal Medicine; fellow of the American College of Physicians; 
member of the American Heart Hospital and the American Dia- 
betes Association; for many years on the staff of Craig House in 
Beacon, where he was a consultant; on the consulting staff of the 
Harlem Valley State Hospital in Wingdale, the Matteawan State 
Hospital in Beacon, and St. Anthony’s Hospital in Warwick; on 
the staff of St. Luke’s Hospital; died Sept. 21, aged 55. 


Acker, Charles Thomas ® Montevallo, Ala.; Birmingham Medical 
College, Birmingham, 1900; died Oct. 1, aged 78. 


Barnes, George McMaster ® Belzoni, Miss.; Memphis Hospital 
Medical College, Memphis, Tenn., 1908; past-president of the 
Delta Medical Society; on the staff of the Humphreys County 
Memorial Hospital, where he died Sept. 14, aged 71, of acute 
coronary occlusion. 


Bartlett, Grove Willis, Belgrade, Neb.; Omaha Medical College, 
Omaha, 1900; died Sept. 8, aged 78, of heart disease. 


Beattie, Robert ® Detroit; Detroit College of Medicine, Detroit, 
1903; served on the faculty of his alma mater, now known as the 
Wayne University College of Medicine; member of the American 
Academy of Ophthalmology and Otolaryngology; fellow of the 
American College of Surgeons; veteran of World War I; on the 
staff of the Providence Hospital; died in Clare Aug. 18, aged 85, 
of arteriosclerosis. 


Bengelsdorf, Aron Albert © Newark, N. J.; Albertus-Universitiit 
Medizinische Fakultit, Kénigsberg, Prussia, Germany, 1914; an 
officer in the Russian Army during World War I; on the staffs of 
Newark Beth Israel, Presbyterian, and St. Michael’s hospitals; 
died Sept. 13, aged 65, of a heart attack. 


Knapp, Edward Volney, San Anselmo, Calif.; Cooper Medical 
College, San Francisco, 1907; an associate member of the Ameri- 
can Medical Association; formerly on the staff of the St. Luke’s 
Hospital in San Francisco; died Sept. 28, aged 78, of coronary 
thrombosis. 


Kuhn, Orta Edward, South Pasadena, Calif; Stanford University 
School of Medicine, San Francisco, 1917; an associate member 
of the American Medical Association; died in the Collis P. and 
Howard Huntington Memorial Hospital, Pasadena, Sept. 3, aged 
73, of myocardial infarction. 


La Rocca, Joseph ®@ Valparaiso, Ind.; University of Illinois Col- 
lege of Medicine, Chicago, 1920; died in the Porter Memorial 
Hospital Sept. 25, aged 59, of heart disease. 


Lingeman, Leslie Roberts, Maryville, Tenn.; Indiana University 
School of Medicine, Indianapolis, 1917; specialist certified by the 
American Board of Radiology; member of the Radiological So- 
ciety of North America; served on the staff of the Blount Memo- 
rial Hospital; died Aug. 8, aged 64. 


Livengood, Baxter Alphonso ® Woodbury, N. J.; University of 
Pennsylvania School of Medicine, Philadelphia, 1925; member 
of the American Academy of General Practice; served as an offi- 
cer in the U. S. Navy; past-president of the Gloucester County 
Medical Society; on the staff of the Memorial Hospital; died Sept. 
7, aged 57. 


Long, Oscar B., Philomath, Ore.; Tennessee Medical College, 
Knoxville, Tenn., 1907; died Aug. 26, aged 80, of cardiovascular 
renal disease. 


Margulis, Sidney Herbert © Buffalo; University of Buffalo School 
of Medicine, Buffalo, 1938; specialist certified by the American 
Board of Internal Medicine; veteran of World War II; associate 
in medicine at his alma mater; on the staffs of the Edward J. 
Meyer Memorial Hospital, Veterans Administration Hospital, and 
the Millard Fillmore Hospital, where he died Sept. 19, aged 44, 
of acute myocardial infarction and coronary occlusion. 
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Mathae, George Herman ® St. Louis; St. Louis University School 
of Medicine, St. Louis, 1909; also a dentist and lawyer; on the 
staff of the Bethesda General Hospital and the Lutheran Hospital, 
where he died Sept. 22, aged 74, of cerebral arteriosclerosis. 


McGee, James Patton ® Oklahoma City; Emory University 
School of Medicine, Atlanta, Ga., 1916; professor of ophthalmolo- 
gy at the University of Oklahoma School of Medicine; died in St. 
Anthony Hospital Sept. 11, aged 65, of myocardial infarction. 


McHugh, Francis Thomas ® Chippewa Falls, Wis.; Bennett 
Medical College, Chicago, 1911; interned at the Cook County 
Hospital in Chicago; died Sept. 5, aged 75, of coronary thrombosis. 


McLeod, Frederick Leon, Los Angeles; Lincoln Medical College 
of Cotner University, Lincoln, Neb., 1901; College of Physicians 
and Surgeons, Baltimore, 1907; an associate member of the 
American Medical Association; formerly practiced in Lincoln, 
Neb., where he was on the staff of St. Elizabeth Hospital; died 
Aug. 24, aged 77, of subarachnoid hemorrhage and congestive 
heart disease. 

Meredith, Loren Kenneth @ Des Moines, Iowa; University of 
Michigan Medical School, Ann Arbor, 1916; member of the 
American Academy of General Practice and the Association of 
Life Insurance Medical Directors of America; veteran of World 
War I; medical director for the National Life Company and the 
lowa Life Insurance Company; died in the Rochester Methodist 
Hospital, Rochester, Minn., Sept. 13, aged 65, of an abdominal 
hemorrhage. 


Miller, George William © Norristown, Pa.; Jefferson Medical 
College of Philadelphia, 1906; fellow of the American College of 
Surgeons; served as professor of general anatomy in the Temple 
University School of Dentistry, Philadelphia, as associate in 
anatomy at his alma mater, and on the staff of the department 
of applied anatomy at Temple University School of Medicine 
in Philadelphia; veteran of World War I; on the staffs of the 
Sacred Heart Hospital and the Montgomery Hospital, where he 
died Sept. 5, aged 74, of chronic lymphatic leukemia. 


Moore, Leland Oliver Walter © Colonel, U. S. Army, retired, 
Washington, D. C.; Cooper Medical College, San Francisco, 
1912; veteran of World War I; entered the Medical Corps of 
the U. S. Army in 1920 and retired Nov. 30, 1945; fellow of the 
American College of Surgeons; formerly professor of military 
science and tactics at George Washington University School of 
Medicine; died in the Walter Reed Army Hospital Aug. 28, aged 
67, of cancer. 


Murphy, Jewyl Booth, Redwood City, Calif.; University of Texas 
School of Medicine, Galveston, 1922; member of the American 
Academy of Pediatrics; interned at the Children’s Hospital in 
San Francisco, where she was on the staff of the University of 
California Hospital; formerly on the staff of the Community Hos- 
pital of San Mateo County in San Mateo; died Aug. 30, aged 60, 
of carcinoma of the colon. 


Nelson, Oscar Emil, Stewart, Minn.; Chicago College of Medicine 
and Surgery, Chicago, 1910; died Aug. 19, aged 79, of cancer. 


Nicoll, Alexander, New York City; Columbia University College 
of Physicians and Surgeons, New York City, 1903: an associate 
member of the American Medical Association; fellow of the 
American College of Surgeons; veteran of World War I; at one 
time on the faculty of Fordham University School of Medicine; 
served on the staffs of the Central Suffolk Hospital in Riverhead, 
St. Elizabeth’s, Fordham, Mother Cabrini Memorial and St. 
Francis’ hospitals; died in the Southside Hospital, Bay Shore, 
Sept. 24, aged 75. 

Nilson, Helmer Jonas ® North Mankato, Minn.; University of 
Minnesota Medical School, Minneapolis, 1932; member of the 
American Academy of General Practice; served as health officer; 
on the staffs of St. Joseph’s Hospital and the Immanuel Hospital, 
Mankato, where he died Aug. 31, aged 63, of a coronary attack. 


North, William R. ® Nokomis, Fla.; Beaumont Hospital Medical 
College, St. Louis, 1900; member of the Missouri State Medical 
Association; formerly practiced in St. Louis, where he was on the 
staff of the Evangelical Deaconess Hospital; died in Labadie, 
Mo., Aug. 29, aged 80, of cancer. 

Ogden, Arthur White ® Joliet, Il].; the Hahnemann Medical Col- 
lege and Hospital, Chicago, 1913; died Aug. 17, aged 72, of 


arteriosclerotic heart disease. 
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Ogden, Michael Alexander ® Passaic, N. J.; University of Odessa 
Faculty of Medicine, Odessa, Russia, 1918; specialist certified by 
the American Board of Pathology; fellow of the American College 
of Physicians; served on the faculty of the Louisiana State Uni- 
versity School of Medicine in New Orleans; for many years on the 
staff of the Passaic General Hospital, where he died Sept. 13, 
aged 63, of coronary disease. 


Oliver, Adlai Stevenson ® Raleigh, N. C.; Jeflerson Medical Col- 
lege of Philadelphia, 1914; specialist certified by the American 
Board of Obstetrics and Gynecology; on the staffs of the Rex and 
St. Agnes hospitals; died Aug. 20, aged 64, of coronary artery 
disease. 

Orr, James Edward, Seneca, S. C.; Medical College of South 
Carolina, Charleston, 1931; died Aug. 28, aged 53, of coronary 
thrombosis. 


Outland, James Alfred, Murray, Ky.; University of Louisville 
School of Medicine, Louisville, 1912; member of the Kentucky 
State Medical Association; public health physician for Graves, 
Calloway, and Trigg counties; died Aug. 24, aged 71, of cancer. 


Mackenzie, Simon Samuel ® Akron, Ohio; University of Buffalo 
School of Medicine, Buffalo, 1897; for many years practiced in 
Warren, where he was on the staff of the Warren Memorial Hos- 
pital; died Aug. 24, aged 83, of heart disease. 


Pace, Arthur Albert ® Toledo, lowa; Detroit College of Medicine, 
Detroit, 1896; veteran of World War I; served as mayor, council- 
man, and member of the school board; formerly associated with 
the Indian Service; on the staff of the Evangelical Hospital, 
Marshalltown; died Aug. 8, aged 86, of heart disease. 


Palmer, Mary Simpson McCarty, Orchard Lake, Mich.; Univer- 
sity of Michigan Department of Medicine and Surgery, Ann 
Arbor, 1886; died Sept. 11, aged 94, of heart disease. 


Pedrick, William Weaver ® Glassboro, N. J.; Temple University 
School of Medicine, Philadelphia, 1922; member of the Indus- 
trial Medical Association; for many years president of the 
Gloucester County Health Association, and physician for the pub- 
lic schools; past-president of the board of health; died in the 
Elmer (N. J.) Community Hospital Aug. 10, aged 60, of coro- 


_nary thrombosis. 


Philo, Rae Morris, New Haven, N. Y.; Syracuse University Col- 
lege of Medicine, Syracuse, 1913; died July 28, aged 67, of 
angina pectoris. 

Price, John Thomas, Harrodsburg, Ky.; Hospital College of Medi- 
cine, Louisville, 1895; an associate member of the American 
Medical Association; died in the James B. Haggin Memorial 
Hospital Aug. 14, aged 88. 


Price, Lucius Grant, St. Petersburg, Fla.; University of Pennsyl- 
vania Department of Medicine, Philadelphia, 1890; died Aug. 12, 
aged 89, of arteriosclerosis. 

Quinn, Francis Peter ® Dubuque, Iowa; State University of lowa 
College of Medicine, lowa City, 1921; member of the American 
Academy of Ophthalmology and Otolaryngology; served during 
World War II; died Aug. 8, aged 64, of bronchial asthma. 


Rauchschwalbe, Lothar Ernst ® Oconto Falls, Wis.; Loyola Uni- 
versity School of Medicine, Chicago, 1930; on the staff of the 
Community Memorial Hospital; died Aug. 12, aged 53, of coro- 
nary occlusion. 


Rebbeck, Elmer William, Pittsburgh; Hahnemann Medical Col- 
lege and Hospital of Philadelphia, 1925; an associate member of 
the American Medical Association; fellow of the American College 
of Surgeons; veteran of World War II; on the staff of the Shady- 
side Hospital, where he died Aug. 19, aged 54, of arteriosclerotic 
heart disease and pulmonary embolism. 

Rice, Edward Martin ® Wauwatosa, Wis.; Milwaukee Medical 
College, Milwaukee, 1903; also a graduate in law; honorary mem- 
ber of the staff, St. Luke’s Hospital in Milwaukee; died Aug. 26, 
aged 83, of uremia. 

Roberts, Edward Russell © Bridgeport, Conn.; Medical School of 
Maine, Portland, 1913; specialist certified by the American Board 
of Otolaryngology; member of the American Laryngological, 
Rhinological and Otological Society; fellow of the American Col- 
lege of Surgeons; veteran of World War I; past-president of the 
Bridgeport Medical Society; on the staff of the Bridgeport Hos- 
pital; died Aug. 26, aged 67, of cerebral hemorrhage. 
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Robertson, William S., Danville, Va.; College of Physicians and 
Surgeons, Baltimore, 1885; died in Lynchburg Aug. 23, aged 93, 
of cerebral vascular accident and arteriosclerosis. 


Rogers, Edmund Augustus ® Brookline, Mass.; Baltimore Medical 
College, Baltimore, 1904; veteran of World War I; died in the 
New England Deaconess Hospital, Boston, Aug. 31, aged 74, of 
acute myocardial infarction. 


Schwarzmann, Markus ® New York City; Julius-Maximilians- 
Universitat Medizinische Fakultat, Wiirzburg, Bavaria, Germany, 
1922; died Sept. 6, aged 63, of cancer of the rectum. 


Spearman, Clyde Herman, Coffeeville, Miss.; University of Nash- 
ville Medical Department, Nashville, Tenn., 1906; died Sept. 17, 
aged 72, in an automobile accident. 


Spencer, Floyd Henry @ St. Joseph, Mo.; Central Medical Col- 
lege of St. Joseph, 1900; veteran of World War I; past-president 
of the Buchanan County Medical Society; past-president of the 
city board of health; member and past-president of the staff, 
Missouri Methodist Hospital; member of the staff of St. Joseph’s 
Hospital; past-president of the staff of State Hospital No. 2; died 
in the Veterans Administration Hospital, Wadsworth, Kan., Oct. 
4, aged 77, of cardiac hypertrophy. 


Stapp, Fred Brown ®@ Chattanooga, Tenn.; Bellevue Hospital 
Medical College, New York City, 1884; past-president of the 
Hamilton County Medical Society; for many years medical 
examiner for Metropolitan Life Insurance Company; served as 
chief of staff at Baroness Erlanger Hospital; died Aug. 4, aged 95. 


Stattman, Bernard @ Brooklyn, N. Y.; University and Bellevue 
Hospital Medical College, New York City, 1908; on the staff of 
the Samaritan Hospital, where he died Aug. 27, aged 69, of 
coronary thrombosis. 


Steele, Ernest Richmond, Dover, Del.; Jefferson Medical College 
of Philadelphia, 1901; died in the Kent General Hospital June 29, 
aged 80, of myocardial infarction. 


Stewart, Thomas Weir © Lithonia, Ga.; University of Louisville 
Medical Department, Louisville, Ky., 1915; died Aug. 13, aged 
69, of pulmonary edema and coronary occlusion. 


Swanson, Albert John, Costa Mesa, Calif.; Chicago College of 
Medicine and Surgery, Chicago, 1908; an associate member of the 
American Medical Association; died July 10, aged 74, of cancer. 


Swetlow, George Irving © Brooklyn, N. Y.; Long Island College 
Hospital, Brooklyn, N. Y., 1920; also a lawyer; served on the 
faculty of the Brooklyn Law School; fellow of the American 
College of Physicians; consulting neuropsychiatrist at Cumber- 
land Hospital; died in the Brooklyn Hospital Aug. 20, aged 58, 
of pulmonary edema, coronary heart disease, and diabetes 
mellitus. 


Taylor, Willis Harvey, Omaha; University of Nebraska College 
of Medicine, Omaha, 1911; professor emeritus of clinical ob- 
stetrics and gynecology at his alma mater; an associate member 
of the American Medical Association; member of the Central 
Association of Obstetricians and Gynecologists; fellow of the 
American College of Surgeons; in 1941 elected president of the 
Nebraska Methodist Hospital; on the staff of the Immanuel Hos- 
pital; died Aug. 5, aged 69, of coronary thrombosis. 


Thomson, Joseph Oscar, Stillwater, Okla.; McGill University 
Faculty of Medicine, Montreal, Canada, 1909; for many years a 
missionary in China; fellow of the American Coliege of Surgeons; 
formerly physician at the Oberlin College in Oberlin, Ohio; 
served as medical director for the General Motors Tank Plant in 
Flint, Mich.; retired in 1951 from the faculty of the Oklahoma 
Agricultural and Mechanical College; died in the Stillwater 
Municipal Hospital Oct. 2, aged 71, of cerebral hemorrhage. 


Tompkins, Rutledge Chaney, Minden, La.; University of Nash- 
ville Medical Department, Nashville, Tenn., 1901; for many 
years coroner of Webster Parish, and associated with the Webster 
Parish Health Unit in Minden and Springhill; at one time medi- 
cal superintendent of the State Colony and Training School in 
Alexandria; died July 21, aged 79, of coronary thrombosis. 


Totman, Harold Maydole ® Syracuse, N. Y.; Syracuse University 
College of Medicine, Syracuse, 1924; veteran of World War I; 
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served on the staff of St. Joseph’s Hospital; medical director of 
the Unity Life and Accident Insurance Company; died in St. 
Joseph’s Hospital Aug. 5, aged 59, of lung cancer. 


Townsend, Jesse P., Berryman, Mo.; Beaumont Hospital Medical 
College, St. Louis, 1897; died in the Farmington ( Mo.) State 
Hospital Sept. 2, aged 83. 


Trippel, Edward ® O'Fallon, III.; St. Louis University School of 
Medicine, St. Louis, 1912; died in St. Elizabeth’s Hospital, 
Belleville, Aug. 22, aged 67, of diabetes mellitus. 


Voorhees, Bert Grant, Elmira, N. Y.; Jefferson Medical College of 
Philadelphia, 1914; an associate member of the American Med- 
ical Association; served in France during World War I; on the 
staffs of Arnot-Ogden Memorial and St. Joseph’s hospitals; died 
Sept. 29, aged 70, of cerebral hemorrhage. 


Waddell, William Everett, Los Angeles; Pulte Medical Col- 
lege, Homeopathic, Cincinnati, 1887; specialist certified by the 
American Board of Otolaryngology; an associate member of 
the American Medical Association; fellow of the American Col- 
lege of Surgeons; served on the staff of St. Vincent’s Hospital, 
where he died Aug. 24, aged 91, of pulmonary thrombosis. 


Walch, John Joseph © Escanaba, Mich.; University of Michigan 
Department of Medicine and Surgery, Ann Arbor, 1912; past- 
president of the Upper Peninsula Medical Society; served as a 
member of the state board of registration in medicine; past-presi- 
dent of the Delta County Medical Society; formerly a member 
of the board of education; a member of the board of directors 
of the State Bank of Escanaba; on the staff of St. Francis Hos- 
pital, where he died Sept. 5, aged 69, of cerebral thrombosis. 


Weisbrod, Samuel Lyon, Milford, Mich.; Trinity Medical Col- 
lege, Toronto, Ontario, Canada, 1894; died Aug. 21, aged 87, 
of coronary thrombosis. 


Wheelock, Harry Elmer © Fredonia, N. Y.; Jefferson Medical 
College of Philadelphia, 1914; fellow of the American College 
of Surgeons; veteran of World War I; for many years a member 
and president of the school board; a member of the board of 
visitors of Fredonia State Teachers College, and of the Roswell 
Park Memorial Institute in Buffalo; on the staff of the Brooks 
Memorial Hospital in Dunkirk, where he died Aug. 25, aged 65, 
of coronary thrombosis. 


Whitehead, John Maloy © Indianapolis; Indiana University 
School of Medicine, Indianapolis, 1918; veteran of World War I; 
retired chief anesthetist for Methodist Hospital, where he died 
Aug. 9, aged 67, of cerebral infarction. 


Wiese, Milton Arthur @ Libertyville, Ill.; University of Illinois 
College of Medicine, Chicago, 1914; on the staffs of St. Therese 
Hospital in Waukegan and the Condell Memorial Hospital in 
Libertyville, where he died Sept. 18, aged 64, of coronary occlu- 
sion. 

Willey, Arthur J., Marion, Ohio; Ohio Medical University, Co- 
lumbus, 1898; fellow of the American College of Surgeons; also 
a dentist; on the staff of the Marion General Hospital; died 
Sept. 1, aged 84, of cerebral hemorrhage. 


Williams, Frederick Russell ® Worcester, Mass.; Long Island 
College Hospital, Brooklyn, N. Y., 1905; died in the Memorial 
Hospital Aug. 10, aged 73. 


Williamson, Walter Scott © Captain, U. S. Army, San Antonio, 
Texas; University of Oklahoma School of Medicine, Oklahoma 
City, 1950; interned at the Mercy Hospital and at the University 
Hospitals in Oklahoma City, Okla.; resident at the Brooke Army 
Hospital; died in Fort Sam Houston July 8, aged 34, of coronary 
thrombosis. 


Winters, William Winfred, Boliver, Tenn.; University of Nash- 
ville Medical Department, 1904; veteran of World War |; 
formerly on the staff of the Western State Hospital in Western 
State Hospital; at one time on the staff of the Veterans Adminis- 
tration Hospital in Minneapolis; served as resident physician at 
the Davidson County Hospital in Nashville; died Aug. 14, aged 
80, of bronchopneumonia and adenocarcinoma of the prostate. 


Williams, Philip Banatyne, Rome, Pa.; Jefferson Medical College 
of Philadelphia, 1895; died in the Robert Packer Hospital, Sayre, 
Aug. 11, aged 82, of arteriosclerotic heart disease. 
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AUSTRIA 


Tuberculous Appendicitis.—_At the meeting of the Society for 
Pediatrics in Vienna on May 9, Dr. H. H. Orel presented the case 
of a 14-year-old boy who had received orthopedic treatment 
since his 4th year because of the sequels of tuberculous coxitis. 
In February, 1956, a tuberculous inflammation of the knee joint 
had developed after a fall. In the middle of March, the patient 
had an acute attack of appendicitis and his appendix was re- 
moved, Several days after the operation, symptoms of a tuber- 
culous meningitis appeared, and clinical and _ bacteriological 
studies corroborated this diagnosis. The meningitis subsided after 
treatment with streptomycin. Histological examination of the re- 
moved appendix revealed tuberculosis of the appendix. The con- 
currence of the tuberculous appendicitis, meningitis, and arth- 
ritis is regarded as the result of a hematogenous dissemination of 
the tuberculosis resulting from the fall. Dr. Orel stated that the 
appendicitis was an isolated process. 


Personality of Obese Children.—At the same meeting Dr. H. E. 
Huber reported personality studies of 50 obese children and 50 
children of normal weight. The obese children came from fam- 
ilies that were not unusual except that there seemed to be a 
familial tendency to obesity; most of the children ate more than 
the average child, and their play and games usually involved 
little exercise. Intelligence tests revealed that the obese children 
had normal intelligence, memory, perseverance, dexterity, and 
fantasy and average school performances, but they were rela- 
tively inactive, slow or lazy, and defective in social contacts. This 
last factor was not primary but was the result of the reactions of 
others to their physical abnormality and their inactivity. 


SWITZERLAND 


Aldosterone Hypersecretion in Pituitary Basophilism and Adrenal 
Cortical Hyperfunction.—For many years it was supposed that a 
hypersecretion of mineralocorticoids might play a role in the 
pathogenesis of those cases of pituitary basophilism and adrenal 
cortical hyperfunction that were associated with edema, polyuria, 
hypernatremia, alkalosis, and hypokalemia, but no conclusion 
could be reached until a method of assaying the urinary excretion 
of aldosterone became available. J. P. Doret (Semaine hép. Paris 
32:2921, 1956) found the mineralocorticoid level to be either 
normal or increased in patients with this condition but could not 
explain these contradictory findings. In the three patients with 
this condition reported, the presence of a marked retention of 
water and sodium and of alkalosis with hypokalemia suggested 
hyperaldosteronism. In the first case, which occurred subsequent 
to a large chromophobe tumor, no hormone evaluation was 
available; in the second (reported by Brown and co-workers), 
there was an increase in excretion of aldosterone; and in the 
third (the author’s second case), due to the presence of a mixed 
adenocarcinoma of the pituitary gland, hyperaldosteronuria 
could be demonstrated. 


Streptococcus Typing.—A. Rivkine (Schweiz. med. Wchnschr. 
86:1098, 1956) reports an attempt to type the hemolytic strepto- 
cocei in children of a more or less homogeneous environment 
(from orphanages and boarding schools). He found that, since 
virulence is a potential and labile characteristic, independent of 
the strain of the pathogen, it is not possible to predict whether a 
carrier will be dangerous. No laboratory test reveals the virulence 
for man of a given strain. A strain from a sick carrier is more 
likely to be virulent than one from a healthy carrier. The occur- 
rence of a disease in the carrier of a virulent strain depends on 
the susceptibility or resistance of the carrier. The communica- 
bility of a strain does not seem to be correlated with its virulence. 


The items in these letters are contributed by regular correspondents in 
the various foreign countries. 


If patients are to be isolated, those with the same type should be 
grouped together. Even when this precaution is taken, there is 
the risk of reimplantation of the common strain at an increased 
level of virulence. 


UNITED KINGDOM 


Hepatic Coma.—Dr. Sheila Sherlock and co-workers (Lancet 
2:689, 1956) showed that clinical findings similar to those in 
spontaneously developing hepatic coma can be induced in 
patients with liver disease by the oral administration either of a 
high-protein diet or of nitrogenous compounds, such as urea or 
methionine. They believe that, by passing through a diseased 
liver, nitrogenous materials in the intestine reach the systemic 
circulation and thus the brain. This theory suggested the treat- 
ment of impending hepatic coma by withdrawal of protein and 
nitrogen-containing substances. The authors reported a series of 
66 patients with liver disease complicated by hepatic coma or 
precoma whom they treated in this way. As the bacterial flora 
of the small intestine are increased in hepatic cirrhosis, chlor- 
tetracycline was administered to reduce their number and their 
effect on methionine. The patients suffered from such conditions 
as acute viral hepatitis, hepatic cirrhosis, obstructive jaundice, 
and ischemic necrosis of the liver. Three lines of treatment were 
used: 1. The intestines were emptied and kept free of ail 
nitrogen-containing substances. 2. All dietary protein was 
stopped. 3. About 1,600 calories were supplied daily as glucose 
drinks or as 20% glucose given through an intragastric drip or, 
if necessary, as dextrose given intravenously. During the re- 
covery period, protein was added in 20-gm. increments on 
alternate days. Any relapse was treated by withdrawing all 
protein. The lower intestine was emptied by an enema, and an 
oral dose of magnesium sulfate was given each day. The dose 
of chlortetracycline was 2 gm. initially, followed by 0.5 gm. 
every six hours for the duration of the symptoms or to a 
maximum of one week. As patients in impending hepatic coma 
are sensitive to sedatives, these were avoided whenever possible. 
Drugs known to induce hepatic coma, such as ammonium 
salts, acetazolamide, and morphine, were not used. A common 
precipitant of hepatic coma is gastroesophageal hemorrhage, 
which increases the nitrogen content of the intestine. This was 
treated with a Sengstaken esophageal compression balloon. Of 
the 66 patients, 39 recovered; of these, 21 had been in deep 
coma. Sodium glutamate was given intravenously to some 
patients but without effect. In view of the extremely poor 
prognosis of hepatic coma treated by other methods, the authors 
believe that the protein-withdrawal treatment represents an 
advance. Some patients received low-protein diets for two years 
and maintained body weight and positive nitrogen balance. 


Effect of Giving Live Influenza Virus.—Immunization against 
epidemic influenza is normally done by subcutaneous inocula- 
tion of virus inactivated by formaldehyde. Chick embryos are 
used for growing the virus. However, as there would not be 
enough fertile eggs available to supply sufficient inactivated 
virus in the event of a severe influenza epidemic, Isaacs and 
Roden, of the medical research council and the common cold 
research unit have tried inoculating volunteers with live in- 
fluenza-A virus prepared by one amniotic passage and either 
1, 4, or 10 allantoic passages in chick embryos. The inoculum 
contained between 10* and 10° egg-infective doses. The initial 
inoculation was done intranasally, but subsequently it was done 
by pharyngeal spray. Seventeen volunteers participated in four 
separate trials. No symptoms of respiratory infection developed; 
no virus was recovered from the volunteers; and no increase in 
serum antibody to the influenza antigen was observed. It was 
therefore concluded that the virus lost its ability to multiply in 
man and that this method would be unsuitable for mass im- 
munization. 
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Health in Ceylon.—A health survey published by the Ministry 
of Health of Ceylon reveals the advances thet have been mode 
in medical treatment and public health in only a decade 
(D. M. Silva, Health Progress in Ceylon, Colombo, Ceylon). 
In seven years the general death rate has been halved; now it 
is 10.9 per 1,000, which is lower than that of Great Britain. 
Similarly, the infant mortality rate has been halved in the s»me 
period; it is now 71 per 1,000 live births. Maternal moviality 
has fallen to less than a third of the figure of seven ycars ago. 
These changes are not surprising in view of the large incre»se in 
expenditure for health services in Ceylon since dominion status 
was conferred on it in 1948. The expenditure per capita for 
health in 1945 was only three rupees; in 1953, it was 11 rupees. 
Health services have expanded, being partly aided by the World 
Health Organization and the Colombo Plan. One of the biggest 
contributions to public health has been the control of malaria, 
which until recently was responsible for more morbidity than 
any other disease. In 1946, there were 2,750,000 cases in 
Ceylon, or 412 per 1,000 population, with a death rate of 1.8 
per 1,000. After 1947, all infected persons were treated and 
every habitation sprayed with chlorophenothane (DDT). In 
eight years the morbidity rate has been reduced from 412 to 
less than 5 per 1,000. 

Tuberculosis is a severe endemic disease in Ceylon. Over 
2 million of the population of 8 million have had a tuberculin 
skin test, and nearly a million negative reactors were given 
BCG vaccination. Mass miniature radiography, which was 
started in 1950, showed that 1% of all those examined had active 
tuberculosis. The death rate from this disease has been halved 
in the last three years, but ancylostomiasis still presents a 
problem and is responsible for more ill health than tuberculosis. 
A decade ago a third of the rural population was undernourish- 
ed, not because of a shortage of food but because poverty 
prevented them from buying it. The lot is improving, but 
16% of all school children still show signs of malnutrition. Cows 
are also undernourished, and this affects the quality and quan- 
tity of milk. The average yield per cow is only 60 gal., which is 
about a 10th that of a normal pasture-fed cow in Great Britain. 
The per capita consumption of milk in Ceylon is therefore only 
2 oz. daily. The government issues free imported dried milk to 
about 250,000 people daily. 

The improved health and nutrition services have resulted 
in a large increase in the population. The excess of births over 
deaths is now 28.5 per 1,000, compared with 4.5 in Great 
Britain; it is the highest figure in the world. This in itself pre- 
sents a problem, because money must be found for more food, 
more schools, and more houses to keep pace with the rising 
population. This may make it difficult to find funds to maintain 
high standards of medical care, nutrition, and education. Large 
areas in the northeast of the island are being developed and 
made free from malaria; jungle areas are being cleared; and 
irrigation is being introduced. This may enable the island to 
support the increasing population. 


Death of Obstetrician to the Royal Family.—Sir William Gilliatt, 
who was obstetrician to the Royal Family, died on Sept. 27 as 
a result of a traffic accident. He had been president of the 
Royal College of Obstetricians and Gynecologists and of the 
Royal Society of Medicine. 


Cytological Diagnosis of Sex.—The claim ot James (Lancet 
1:202, 1956) that the sex of a fetus can be diagnosed from the 
examination of karyosomes in amniotic fluid cells has been con- 
firmed by Sachs and co-workers (Lancet 2:795, 1956). They 
obtained amniotic fluid by puncture of the membranes and in 
the earlier months of pregnancy, with the exception of the third 
month, by abdominal puncture. The fluid was centrifuged, and 
the deposit stained on a slide with the Feulgen method, which 
is specific for desoxyribosenucleic acid. This is only present in 
the chromosomes and gives a clear staining of the karyosomes. 
The karyosome is longer in the cells of a female than of a male, 
and the percentage of cells with a karyosome at the nuclear 
membrane is greater. The figures are 4% in male cells and 38% 
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in female cells. Dixon and Torr examined chromosomal! sex dif- 
ferences in cells contained in oral smears (Brit. M. J. 2:799, 
1956). Oral smears from 257 persons, representing a wide range 
of age and racial variation, were examined by Feulgen staining. 
In 162 male smears, no sex chromatin was seen, whereas, by 
contrast, in most of the 95 female smears between 30% and 50% 
of the cells counted contained a sex-chromatin mass. In the 
female smears, the sex chromatin was usually first seen in one 
of the first five cells counted. As this occurred with such regu- 
larity it was decided that a count of 25 cells from an oral mu- 
cosal smear was adequate for sex determination. 


Histoplasmosis.—Prof. W. Symmers has described the first proved 
case of histoplasmosis in which infection was acquired in 
Great Britain (Brit. M. J. 2:786, 1956). Histoplasma capsu- 
latum was isolated from a biopsy specimen taken from a patient 
who, like the other members of his household, had never been 
out of the British Isles. About a dozen cases have been reported 
in Great Britain, but, in each case, the patients had lived abroad 
in an area where histoplasmosis was endemic. In Symmers’ 
patient, the only manifestations of the infection were enlarge- 
ment of the cervical lymph nodes and a positive skin reaction 
to histoplasmin. H. capsulatum was found in cultures from one 
of the lymph nodes. No members of the patient’s household 
reacted to intradermal histoplasmin, and the patient’s hobbies 
and recreation did not expose him to any environment that has 
been incriminated as a source of infection. 


Enzyme Tests for Detection of Glycosuria.—Hunt and co-workers 
reported on the use of glucose oxidase for the routine detection 
of glycosuria in diabetics (Brit. M. J. 2:586, 1956). The purified 
enzyme is now available commercially in testing preparations 
known as Tes-Tape and Clinistix. The former is a roll of test 
paper impregnated with glucose oxidase, o-toluidine, a vege- 
table peroxidase, and a yellow dye. When the strip is dipped 
into a liquid containing glucose, the oxidase in the presence of 
air converts it to gluconic acid and hydrogen peroxide, which 
with the peroxidase converts the o-toluidine into a blue oxida- 
tion product. This with the yellow dye gives a color, ranging 
from light green through dark green to dark blue, according to 
the amount of glucose present. A color scale is provided with 
Tes-Tape to indicate colors corresponding to 0, 0.1, 0.25, 0.5, 
and 2 gm. of glucose per 100 ml. of urine. Clinistix is a prepa- 
ration in the form of separate strips of thick paper resembling 
book matches. No color scale is provided, as the test is purely 
qualitative. From tests on urine specimens from 174 diabetics 
known to be excreting glucose, from 43 patients excreting no 
glucose or only trace amounts, and from 46 normal subjects, 
it was concluded that both Tes-Tape and Clinistix are sufficient- 
ly accurate for the qualitative detection of glucose in urine. The 
limit of sensitivity is about 0.1 gm. per 100 ml. The advantage 
of these preparations is that no apparatus, boiling, or white tiles 
are necessary and that the test is specific for glucose; however, 
strict chemical cleanliness is necessary. Occasional false-positive 
tests were observed, but in no case did glycosuria go unde- 
tected. The authors are not satisfied that the preparations permit 
an accurate estimation of the amount of glucose present in 
urine. There was a significant difference in the amounts reported 
by different observers on the same urine specimens, and even 
greater discrepancies occurred when untrained observers read 
the results. 


New Health Service Regulations.—The Minister of Health, after 
consultation with the representatives of the medical profession, 
has incorporated certain new regulations in the National Health 
Service code. These became effective on Oct. 1. The main amend- 
ments provide for (1) periodic reviews by executive councils of 
consents given to a physician to employ a permanent assistant; 
(2) a new procedure for identifying patients on a physician's 
list who are at a school or residential institution and, when they 
have gone away, for removing them from the list; (3) the abo- 
lition of back debits and back credits; (4) making a deputy to a 
physician responsible for his actions when both the deputy and 
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the physician for whom he is deputizing are on the same medical 
lists; (5) enabling executive councils to make arrangements for 
the treatment of a physician’s patients when he is absent or dis- 
abled; and (6) increasing the fee payable to a physician for the 
treatment of temporary residents at certain types of institution. 


Overpopulation.—Overpopulation of the world, famine, disease, 
and disaster are not inevitable according to Dr. C. B. Goodhart, 
who addressed the annual meeting of the British Association for 
the Advancement of Science. Man’s fertility may be lowered 
by natural selection. Families of lower fertility but otherwise 
good qualities are more likely to survive. In the British peerage, 
wealth in women is associated with infertility. An heiress by 
definition comes of a family of low fertility, for otherwise there 
would be siblings or other relatives to share her wealth. Many 
noble families have become extinct by the marriages of the sons 
to heiresses whose riches were as great as their infertility. The 
unattractive wife of King Louis XV of France had 10 children, 
whereas the attractive Mme. de Pompadour, his mistress, despite 
all her wishes, had only one child, who died young. Many other 
human characteristics leading to success in life are associated 
with low fertility; this, in turn, usually results in a higher stand- 
ard of living. Population increase is primarily a biological phe- 
nomenon. The arguments of Malthus were based on _ the 
assumption that man had a specific and constant rate of repro- 
duction, which would be the same in the future unless artificially 
altered. This assumption is not necessarily true. The present rate 
of increase in the population is quite exceptional. For 99% of 
his history, man lived as a nomadic hunter and food collector. 
The densely settled agricultural and urban communities charac- 
teristic of the last few millenniums are a relatively recent devel- 
opment. We cannot assume that the high fecundity found in 
these dense and unhealthy aggregations of population is necessar- 
ily typical of the human species. Declining numbers are found 
not only in primitive peoples brought into contact with civiliza- 
tion but also in many of the most advanced nations. The con- 
ditions produced by civilization and a high standard of living 
may in themselves be unfavorable to fertility. Those qualities 
leading to success in man may have become genetically corre- 
lated with relatively low fecundity. 


Fertility in Scotland.—The British Medical Journal of Sept. 8 
contains an annotation stating that, as a result of the steady fall 
in the birth rate from 316 per 1,000 married women in the 
period 1860 to 1862 to 132 in the period 1950 to 1952, the 
average size of families in Scotland has fallen from 6 to 2.5 
children. The decline in childhood mortality has compensated for 
only part of the decline in fertility. The infant mortality rate is 
now 25% of the rate of 50 years ago, and the death rate for 
children under 10 years of age is about 12% of the rate of 50 
years ago. A recent publication of the General Register Office, 
Edinburgh, presents statistics showing that almost 20% of all the 
married women in a random sample have no children and that 
only 0.6% have 10 or more children. The number of women at 
23 years of age with no children and the number with one child 
are about equal. By the time a woman is 24 years of age, the 
average size of her family exceeds one child, but not until she 
is 32 years old does the average exceed two children. 

For marriages under two years’ duration, the number of child- 
less women exceeds the number of women with one or more 
children, One-child families are the most frequent for women 
who have been married two to five years, but after six years of 
marriage the two-child families predominate. For marriages of 
the same duration, the average size of the family decreases with 
the increasing age of the mother at marriage. When analyzed by 
social class of the husband, the size of the family rises from an 
average of 1.48 for social class 1 to 2.58 for social class 5. There 
is a wide range in the average size of the family classified accord- 
ing to the occupation of the mother: for example, 70% of married 
clerks, typists, and office workers have no children, while only 
12% of charwomen and office cleaners are childless. However, 
over half the women in the former group had been married for 
less than five years, while over half of those in the latter group 
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had been married for 15 or more years. Geographical differences 
in the average size of the family are small: the rural areas have 
the largest families (average size about 2.11) and the small 
towns the smallest (1.90). 


Streptococci on the Umbilicus.—The British Medical Journal of 
Sept. 8 contains an article by Drs. Boissard and Eton and another 
by Drs. Kwantes and James who simultaneously conclude that 
many hitherto unexplained outbreaks of streptococcic infections 
in maternity hospitals can be traced to an umbilical source, and 
they make the plea that bacteriological investigation of the 
nursery should be carried out whenever a case of streptococcic 
infection is found in a mother or a member of the staff. There 
was no local sign of any infection in most of the infants whose 
cords were found to be infected. It is not surprising that the 
stump of the cord, consisting of dead tissue undergoing dissolu- 
tion, should support the free growth of bacteria. What is surpris- 
ing is that an infant with no acquired immunity and with only 
a few days’ experience with bacteria of any kind should be able 
to keep virulent streptococci in check at the junction of dead and 
living tissue. These observations nevertheless show that the 
umbilicus can be a symptomless reservoir of such infection, Con- 
taminated in the first instance probably by a nurse, it can 
evidently be the source from which the mother acquires a uterine 
infection and from which other babies in the ward acquire an 
umbilical infection. One effect of these findings must be that 
umbilical swabs be regularly included in those taken to de- 
termine the source of infection in puerperal fever. 


No More Overtime in Mental Hospitals.—More than 26,000 male 
and female nurses in mental hospitals refused to work overtime 
after Oct. 1. The ban must worsen conditions already bad be- 
cause of overcrowding and a shortage of staff workers, A last- 
minute effort to avert this will be made. The decision to ban 
overtime was taken by a vote of 399 to 381 and will continue 
until the demands of the Confederation of Health Service Em- 
ployees are met in full. These include higher ordinary and over- 
time pay; a 44-hour week; and six weeks’ annual leave, including 
bank holidays and weekly leaves. A 96-hour fortnight is the rule 
in both mental and general hospitals. The Industrial Court has 
rejected the confederation’s request that overtime after 96 hours 
should be paid for at time and a quarter for the first two hours 
and time and a half thereafter. At present, overtime is paid for at 
the ordinary rate. Much overtime is worked and is popular with 
many employees as an additional source of income. Nurses com- 
monly work 60 to 70 hours a week; many have broken down 
under the strain. Others have forsaken mental health work for 
other forms of nursing. Dissatisfaction is general throughout the 
service. The secretary of the confederation emphasized that no 
patient would be left uncared for because of the ban, Nurses 
will not be required to leave patients needing attention until a 
relief has arrived. While patients will not lose nursing care, they 
will be deprived of such things as entertainment, because no one 
will be available to supervise. 


Eyeglasses Without Examination.—The harmful effects of eye- 
glasses bought in shops without an ophthalmologic examination 
or protessional advice are being investigated. Results of the in- 
quiry will be reported to the Minister of Health. Shop sales of 
glasses dwindled almost to nothing after the introduction of the 
National Health Service, which made it possible to obtain glasses 
free. However, since May, 1951, people have had to pay $2.80 
and the cost of the frames. Again there is much indiscriminate 
buying. Glasses can be bought for as little as 28 cents a pair. 
Among those who buy their glasses from shops and peddlers are 
many old-age pensioners. Concern about increasing shop sales 
of eyeglasses was expressed in a resolution submitted at the 
Labor party conference in October that urged that plans be 
prepared for the next Labor government to stop this practice 
and reintroduce free glasses. The Guillebaud Committee on the 
cost of the National Health Service, in its report last January, 
recommended that, when it could be afforded, a substantial 
reduction in the charge for glasses should be given high priority. 
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THE LEISURE CORNER 


SKIING AS WEEK-END RECREATION 


“Travels in the mountains undertaken in the company of 
friends are the highest of all pleasures and the most charming 
of all delights of the senses are obtained. . . .” So wrote Conrad 
Gessner, physician of Zurich, Switzerland, in 1555. The peripa- 
tetic doctor did not mention skis as the model mode of “travels 
in the mountains,” but it can be safely assumed he might have 
had them in mind, since men have used skis to journey in moun- 
tains for more than 4,500 years. 

At any rate, millions of Americans, 400 years later, are taking 
the Swiss doctor’s remarks to heart. Every week end, from No- 
vember through April, depending on the weather, of course, the 
highways are filled with automobiles carrying skiers, young and 
old, to the snow-covered slopes; railroad stations resound to the 
joyful and enraptured shouts of athletes, aged 20 to 60, carrying 
skis and rucksacks like so many gay, brilliant banners. 

These are the week-end athletes—office boy and office manager, 
factory hand and plant foreman, salesman and store executive— 
released by the shorter work week from the shackles of their jobs 
for long week ends. Two days a week they can be found shackled 
to two slim wooden boards, racing up and down snow-covered 
slopes to steep inclines with the abandon that is the distinguish- 
ing characteristic of their sport. Dangerous? A little, perhaps, 
but not so bad as a treacherous undertow or a fall from a horse, 
is the skier’s retort. Difficult? Anything that can be learned on 
week ends, not necessarily consecutive, is not hard. Rugged? 
Persons in their 50’s have been known to take up the sport for 
the first time and stay with it in their 60's. 

Week-end athletes, of course, suffer one drawback—the un- 
certainties of the weather. In the summer they repeat the intona- 
tion of their childhood: “Rain, rain go away, come back another 
day.” In the colder weather they look longingly to the skies for 
the gray clouds that spell the advent of snow. Physicians who 
can get away for several weeks at a time have a much better 
chance of ascertaining the truth of their ancient colleague’s 
observation. Once they get the taste, the chances are they will 
become week-end athletes too. And since there are no age limits, 


skiing can become a family affair. Wife and children can easily . 


fit in “the company of friends” to guarantee “the highest of all 
pleasures.” 

Mountains need not be high or overly rugged; sites are avail- 
able for individual tastes and peace of mind. The only requisite 
is the desire. And as for the last, there is only one note of caution: 
once you get the desire, you never lose it. Nor need skiing be an 
expensive sport. It is only if you want it to be. However, it is not 
wise to stint on good equipment; poor equipment can be false 
economy. 

Most important ingredients of your outfit are boots and bind- 
ings, since they are the links between skier and ski. Put on thick 
woolen socks before trying on the boots to make sure the boot 
will fit properly. Some ski experts even insist that you bring 
along your own socks for the fitting to make certain the boots 
will not feel too snug. As for the bindings, all-metal ones are 
considered the best, although some experts recommend a good 
grade of leather straps for beginners, 

Skis, almost everyone agrees, should be of hickory wood. 
Other woods are unsatisfactory for various reasons, and metals 
and plastics have not been sufficiently tested to have won wide 
acceptance. Some experts say a ski must reach to the base of your 
thumb when you stand them erect; others insist weight must be 
considered. The latter advise a ski somewhat shorter than the 
base-of-thumb length. Good ski poles should reach from boot to 
armpit and be made of metal tubing or tonkin cane. Well-padded 
hand grips and good leather wrist straps are important. 

Ski clothing generally is a matter of individual taste, but here 
the experts also have a word of caution. Designers for one of 
the foremost makers of ski clothing in the country advise that 
pants and jackets should be well fitted and tapered, yet full cut 
to permit freedom of movement. They say loose-fitting pants, 
for instance, tend to cause wind resistance. The material should 
be closely woven, smooth, and snow-repellent. Do not make the 
mistake of buying ski clething for warmth, the experts add. 
Undergarments will supply warmth, but you must make sure 
they do not supply too much bulk as well. Then there are such 


J.A.M.A., December 1, 1956 


incidentals as goggles, wax, mittens, sunburn preventives, and 
other items that individual skiers may like. Most of them are 
necessary, but none are too expensive. 

Different conditions prevail in different parts of the country, 
which means that skiing techniques may vary from place to place. 
But no one has to become an expert in any or all types of skiing to 
enjoy the sport. No matter what time of life you begin, you have 
the rest of your active span of life to improve both style and tech- 
nique—if you care, or if you have any style or technique to improve. 

Of course, there are certain fundamental skills to learn. One 
school promises to teach skiing in a week. Whether you are 
interested in the Swiss school, or the Arlberg, or the Norwegian, 
or the American, it does not matter. Fundamentally there is one 
system of skiing. All schools are based on the snowplow or the 
snowplow turn. In the snowplow your skis form a reverse V to 
brake your momentum; in the snowplow turn, you turn right by 
shifting weight to the left ski, and left by shifting to the right 
ski. And above all, no matter what the school, the system, or the 
technique, you must learn to relax. 

Since relaxation and leisure are inseparable, like ski and boot, 
what better way of combining both than by skimming through 
the dustless air of higher altitude, over the bluish luster of virgin 
snow, through wooded trails, enjoying the long, slow rhythm of 
great sweeping turns or knowing the enormous spray of powder 
snow thrown up by a jerked Christiania. And through it all 
courses the ecstasy and the strange intoxication of swift passage 
through the keen, sharp, clean, tangy atmosphere. Slalom! 


MEDICAL FILM REVIEWS 


Fractional Lumbar Epidural Analgesia: 16 mm., color, sound, showing 
time 12 minutes. Prepared by LeRoy W. Krumperman, M.D., Philadelphia. 
Produced in 1956 by Audio Productions, New York, for Sharp and Dohme 
Division of Merck and Company. Procurable on loan from LeRoy W. 
Krumperman, M.D., 3401 N. Broad St., Philadelphia 40. 

The purpose of this film is to show a practical technique of 
performing lumbar epidural analgesia. The contents of the epi- 
dural tray are shown and described, and the value of this tech- 
nique of regional analgesia for surgery as well as for a diagnostic 
and therapeutic block is pointed out. The technique of identify- 
ing the epidural space by using the “drop-sign” of Gutiurez is 
shown; also shown is the introduction of a polyvinyl catheter 
through the needle into the epidural space. By anatomic draw- 
ings, the film shows the proper position of the needle in the epi- 
dural space and also the polyvinyl catheter in the epidural space. 
The indications and contraindications for this form of regional 
analgesia are described, and there is also a comparison made 
between epidural and spinal analgesia, with the advantages and 
disadvantages of each technique pointed out. The over-all film 
is good; however, the advantages and disadvantages of other 
drugs and the other techniques for locating the epidural space 
should have been mentioned. The hazards of and the preparation 
for a reaction to a local anesthetic should have been discussed. 
The photography is good, and the film is recommended for sur- 
geons, anesthesiologists, and members of hospital house staffs. 


Dynamics of the Tubercle: In Vivo Observation of Pathogenesis and 
Effects of Chemotherapy in the Clark Rabbit Ear Chamber: 16 mm., color, 
sound, showing time 28 minutes. Prepared by Robert H. Ebert, M.D., and 
William R. Barclay, M.D., University of Chicago. Produced in 1956 by 
Churchill Wexler Productions, Los Angeles, for and procurable on loan from 
Pfizer Laboratories, Chas. Pfizer and Co., Inc., Brooklyn 6, N. Y. 

This excellent film shows the effect of the introduction of dis- 
ease in normal tissue and the results of chemotherapy upon the 
disease. The early part of the film explains normal circulation in 
the rabbit ear and describes in detail progressive changes in the 
normal vessels, blood cells, and connective tissue after the 
introduction of the tuberculosis organisms in a primary infec- 
tion and also the development of the tubercle in reinfection 
tuberculosis. The latter part of the film shows the effects of 
chemotherapy on the tubercle. This is an excellent teaching film 
for histology, physiology, and pathology, since it demonstrates 
(1) normal tissue, (2) the result of introduction of infection in 
normal tissue in the primary stage and reinfection stage, and 
(3) the effect of chemotherapy on the evolution of the infection. 
This film should be used not only in all medical schools but 
also in schools of nursing and as a part of the educational proc- 
ess of science students at the college level. 
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MEDICAL LITERATURE ABSTRACTS 


INTERNAL MEDICINE 


Dissecting Aneurysm of the Aorta with Neurological Involve- 
ment. E. N. Weaver. Virginia M. Month. 83:431-437 (Oct. ) 
1956 [Richmond, Va.]. 


The author describes five cases of dissecting aneurysm of the 
aorta in four men between the ages of 33 <nd 64 years and in a 
55-year-old woman. Each of these patients had neurological 
changes consisting in four of paralysis of the lower extremities, 
right hemiparesis and a right homonymous hemianopsia, weak- 
ness and numbness of the right leg, and weakness of both legs 
respectively. The neurological changes, which were produced by 
ischemia of some part of the nervous system as a result of the 
aortic dissection, emphasized the dominance of neuropathology 
as the basis of the patients’ symptoms. A dissecting aortic 
aneurysm should be considered in patients who experience 
sudden severe and unexplained chest, abdominal, back, or leg 
pain with bizarre radiations and associated neurological signs 
and symptoms. All five patients died, and autopsy was per- 
formed in four. Death occurred as a result of rupture of the 
aneurysm into the pericardium, the thoracic cavity, or the 
abdominal cavity. One patient had repeated ruptures and lived 
for almost five months from the time of onset of his illness. 
The importance of developing a clinical consciousness of this 
condition with early diagnosis is emphasized, since many of 
these lesions are amenable to treatment. 


Clinical Consideration on Arterial Embolism and Valvular Mis- 
function. G. Micheli-Pellegrini and P. R. Lapi. Sett. Med. 
44:344-349 (July 15) 1956 (In Italian) [Florence, Italy]. 


The authors studied arterial embolism in 895 cases of 
rheumatic valvular disease of the heart. Embolism was found in 
38 patients (4.2%). Twenty-nine patients had cerebral embolism, 
19 on the right side and 10 on the left side. Two had it in the 
left arm, one in the right arm, two in the bifurcation of the 
common iliac, four in the left leg, one in the right leg, and one 
in the mesentery. The patients were mostly between the ages 
of 40 and 50 years. There were 33 women and 5 men. It is 
possible that endocrinal and vegetative factors, the balance of 
which is less stable in women than in men, may play an impor- 
tant role in causing embolism. Physiological changes in genital 
function seem to influence the general course of heart disease. 
The authors noticed in the past history of five patients that 
the detachment of the embolus coincided with the premen- 
strual period. Arterial embolism was noticed mainly in patients 
with valvular mitral disease. Autopsy in five patients showed 
severe mitral stenosis. Embolism rarely occurred in the first 
15 years of the heart disease. Bouillaud’s disease was the type 
of rheumatic disease chiefly responsible for valvular misfunction. 


A Study of Serum Lipoproteins in Normal and Atherosclerotic 
Patients by Paper Electrophoretic Techniques. W. P. Jencks, 
M. R. Hyatt, M. R. Jetton and others. J. Clin. Invest. 35:980- 
990 ( Sept.) 1956 [New York]. 


Studies were made to test the large-scale application of two 
relatively simple methods for the estimation of electrophoreti- 
cally separated serum lipoproteins by measurement of their 
cholesterol content and dye-binding capacity. The results of 
these two methods were compared with each other and with 
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ultracentrifugal methods, the aim being to obtain further 
confirmation of the association of serum lipoprotein abnormali- 
ties with atherosclerosis. Both healthy and hospitalized control 
groups were used to lessen the possibility that any observed 
abnormalities might be the result of illness, medication, diet, or 
restricted activity rather than of atherosclerosis per se. A 
standardized technique for the estimation of serum lipoproteins 
separated by paper electrophoresis gave results comparable to 
those of cholesterol determinations on these liproproteins and 
of ultracentrifugal analysis of lipoproteins at a density of 1.21. 
No appreciable difference in lipoprotein concentration or dis- 
tribution, measured by paper electrophoretic techniques, was 
found between the serums of 68 healthy male Army officers and 
the serums of 65 patients hospitalized with diseases not associ- 
ated with atherosclerosis or abnormalities in lipid metabolism. 


Analyses of serums from 77 men with atherosclerosis, as judged 


by a history of myocardial infarction, showed a significant drop 
in alpha lipoprotein and increase in beta lipoprotein, resulting 
in a decreased ratio of alpha to total lipoprotein in these serums 
as compared to those of the control groups. Elevations in total 
cholesterol and total lipid dye-binding capacity were less 
significant. The percentage of the total serum cholesterol in the 
alpha lipoprotein fraction was lower in serums from patients 
studied from zero to six months than in those studied more than 
six months after an acute episode of myocardial infarction. The 
electrophoretic distribution of serum proteins showed greater 
deviations from normal in the group of hospitalized patients 
than in the atherosclerotic group. Ultracentrifugal analysis of 
lipoproteins of Sf 12-20 were less often abnormal than were 
electrophoretic analyses of the ratio of alpha to total lipoproteins 
in serums from atherosclerotic patients. 


Gastric Ulcers: Review of 100 Cases. J. H. Geddes, W. N. 
Downe and J. A. Taylor. Canad. M.A.J. 75:550-554 (Oct. 1) 
1956 [Toronto, Canada]. 


One hundred patients with gastric ulcer were treated at the 
Westminster Hospital in London, Ontario, between 1946 and 
1952. Thirty patients were treated surgically and 70 were treated 
medically. The reasons for operation in the surgically treated 
patients were suspected malignancy in 14, recurrent ulcer in 
13, and hemorrhage in 3. With the exception of six, all had 
subtotal gastrectomies. Only one of the 30 patients treated 
surgically was found to have carcinoma of the stomach. All 
medically treated patients were followed up for from two to 
seven years and none of them had any evidence of gastric 
malignancy. Twenty of the 100 patients have died since the diag- 
nosis of gastric ulcer was made, and none of them died of 
gastric neoplasm. These results seem to vindicate the authors’ 
present method of treatment for gastric ulcers, consisting of 
three to six weeks of intensive medical management in hospital 
in an attempt to arrive at an opinion concerning the question of 
malignancy of the ulcer. Clinical and radiological evidences of 
healing were considered the most important factor in deciding 
the nature of the ulcer. Other aids employed were the degree of 
gastric acidity, gastroscopic appearance, and cytology of gastric 
washings, when available. At the end of three weeks patients 
were again examined roentgenologically, and if healing was 
complete the ulcer was considered benign. If healing was incom- 
plete, medical treatment was continued for three more weeks, 
followed by another barium meal. If the latter showed con- 
tinued evidence of ulceration, the ulcer was considered malig- 
nant and surgery recommended. All patients with ulcers deemed 
benign were advised to have a barium meal every three to six 
months for two years. ; 

It. would appear that, with careful evaluation of a gastric 
ulcer in a patient hospitalized for a period of from three to six 
weeks, an error of 3% or less can be expected. Partial gastrec- 
tomy, the surgical treatment of choice for gastric ulcers, has a 
comparable mortality rate and in addition a definite morbidity 
of 10%. It is concluded that treatment of patients with gastric 
ulceration should be individualized, that surgery is not war- 
ranted for all patients with gastric ulcer, and that as a rule it 
should not be carried out before an earnest and careful attempt 
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has been made to determine whether benignity or malignancy 
exists. Surgery should be carried out as soon as possible in all 
patients with recurrent ulcer, ulcer on the greater curvature, 
pyloric obstruction, hemorrhage, and perforation. 


The Superior Vena Caval Syndrome: Report of 21 Cases. E. A. 
Calkins. Dis. Chest. 30:404-411 (Oct.) 1956 [Chicago]. 


Twelve:men and nine women between the ages of 41 and 83 
years with superior vena caval obstruction were admitted to 
the Los Angeles County General Hospital between 1947 and 
1954. Clinical evidence of superior vena caval obstruction 
consisted of swelling of the neck, face, and arms and extensive 
venous collateral circulation over the chest and abdomen with 
downward flow of blood. In addition, 9 of the 21 patients had 
shortness of breath and cyanosis of the upper extremities. Arm 
venous pressure readings were obtained in eight patients with 
a range of from 250 to 800 mm. sodium chloride solution and 
an average of 386 mm. Only four pressure readings were 
obtained from the patients’ lower extremities, showing an 
average of 165 mm. with sodium chloride solution. Arm-to- 
tongue circulation time averaging 34 seconds was determined 
with the aid of dehydrocholic acid (Decholin) in six patients. 
Arm-to-lung time averaging seven seconds was determined 
with the use of ether in three patients. In four patients angio- 
grams illustrated superior caval or innominate obstruction. The 
superior vena caval syndrome was caused by bronchogenic 
carcinoma in 11 patients, by aortic aneurysm in 2, by sub- 
sternal thyroid in 2, and by undiagnosed mediastinal tumors, 
nodes, or granulomas in 6. Fifteen patients died, 11 as a result 
of bronchogenic carcinoma. Six with remission of symptoms or 
no progression were discharged. 

A review of the literature suggests that the major causative 
factor is bronchogenic carcinoma, which may involve the 
superior vena cava in from 10 to 15% of the patients, with a 
generally unfavorable prognosis. With increased knowledge 
and use of vessel grafting the prognosis is brighter for those 
in whom the obstruction of the superior vena cava is not caused 
by a malignant tumor or an aortic aneurysm. Some definite 
trends were noticed in the author’s small series of cases. In 
contrast to the reports in the literature the predominance of 
men in the ratio of men to women was reduced from 75% to 
57%. The age of the patients appeared to increase and so did 
the incidence of bronchogenic carcinoma as a causative factor. 
The average venous pressure in the arms may exceed that in 
the legs by more than 200 mm. sodium chloride solution. 


131-Labeled Fat in the Study of Intestinal Absorption. J. M. 
Ruffin, W. W. Shingleton, G. J. Baylin and others. New Eng- 
land J. Med. 255:594-597 (Sept. 27) 1956 [Boston]. 


Characteristic and reproducible curves of blood levels of 
radioiodine (I'*') have been demonstrated with the use of both 
radioactive-tagged albumin and radioactive-tagged fat. This 
method of study was applied to patients with a variety of dis- 
orders of the gastrointestinal tract to determine whether their 
radioactive blood levels and fecal content differed significantly 
from those found in normal persons. A cold emulsion and a 
“hot” emulsion were prepared. The cold emulsion consisted of 
200 ml. of peanut oil, 200 ml. of water and 15 ml. of Tween 80. 
The “hot” emulsion consisted of 45 ml. of peanut oil, 5 ml. of 
I'*'-labeled glycerol trioleate (2.0 mc. of I’), 50 ml. of 
water, and 4 ml. of Tween 80. Each emulsion was prepared by 
mixing of the ingredients in a Waring blender for 15 minutes. 
Each patient, in a fasting state, was given a test meal consisting 
of the following: the volume of “hot” emulsion that contained 
254c of [I to which was added enough cold emulsion to 
make a total of 1 ml. per kilogram of body weight. Twenty 
grams of barium sulfate was added to the test meal, and the 
entire contents mixed. The subject drank the test meal. The 
container was rinsed twice with 50 ml. of tepid water, which 
was likewise ingested. The container was assayed for residual 
I". Twenty drops of Lugol’s solution was given immediately 
after the test meal. Two milliliters of venous blood was with- 
drawn at hourly intervals for six hours after ingestion of the 
test meal. Each sample was placed in a separate tube and 
assayed for I'** content in a scintillation crystal-well counter. 

The 180 patients tested with the labeled fat included 44 with 
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functional gastrointestinal disturbances; 57 with gastrointestinal 
diseases (including pancreatitis, carcinoma of the pancreas, 
sprue, enteritis, colitis, and hepatic cirrhosis); and 79 who had 
been operated on for peptic ulcer. In the group of patients with 
functional gastrointestinal disturbances, the blood levels and 
fecal excretion were within normal limits, while patients who 
had disease of the small intestine, regardless of cause, invariably 
had profound lowering of their blood levels and marked in- 
crease in radioactive content of the stool. The patients with 
sprue in clinical remission had completely normal blood and 
stool values, pointing to the reversibility of the pathological 
process. Patients with disease of the colon only had normal 
absorption. This was also true of patients with cirrhosis of the 
liver. The evidence in patients with disease of the pancreas 
points to faulty digestion rather than to an intrinsic error of 
absorption; 12 of the 13 patients with carcinoma of the pancreas 
had abnormal! levels. Fifty-three per cent of the patients who 
had undergone gastric surgery for peptic ulcer showed signifi- 
cant lowering of the blood curves and increase in radioactive 
content of the stool. It is well known that appreciable weight 
loss is fairly common in postresection and postvagotomy patients; 
these findings suggest that one of the factors causing weight 
loss in this group of patients is impaired fat absorption. 


Superior Vena Cava Draining into Left Atrium: Another Cause 
for Left Ventricular Hypertrophy with Cyanotic Congenital 
Heart Disease. H. Tuchman, J. F. Brown, J. H. Huston and 
others. Am. J. Med. 21:481-484 (Sept.) 1956 [New York]. 


A 15-year-old boy was hospitalized in February, 1955, com- 
plaining of fatigue and unexplained fever. In October, 1954, 
his physician had found that polycythemia was present. In 
February, 1955, the patient appeared to be moderately ple- 
thoric with cyanosis of the acral parts. Down-curving of the 
finger nails without actual clubbing was noted. The conjunc- 
tival and retinal vessels were engorged. The left border of 
cardiac dulness was at the midclavicular line. The liver was 
palpable 3 cm. below the costal margin, and the spleen was just 
palpable. Cardiac catheterization revealed a superior vena 
cava that drained into the left atrium. The impression was that 
the patient had a single vascular anomaly in which the superior 
vena cava entered directly into the left atrium. Surgical ex- 
ploration confirmed this. The aorta and the left ventricle were 
enlarged. The right atrial appendage was hypertrophied and 
dilated. Within the pericardium and extending upward from the 
cephalic end of the right atrium was fibrous remnant of the 
normal superior vena cava. The patient died 20 hours after the 
operation. 

Postmortem examination confirmed the diagnosis and failed 
to reveal any other congenital cardiac anomaly. The case is 
thought to be of interest because it represents another type of 
cyanotic cardiovascular anomaly producing left ventricular 
hypertrophy and because the quantity of shunt as calculated 
here confirms the existing impression that about one-third of 
the venous return is via the superior vena cava and about two- 
thirds via the inferior vena cava. The diagnosis should be easily 
available to all who have access to cardiac catheterization and 
angiocardiography, and correction by surgery is feasible. 


Episodic Stupor Following Portacaval Shunt: Observations on 
Etiology and Therapy. C. J. Fisher and W. W. Faloon. New 
England J. Med. 255:589-594 (Sept. 27) 1956 [Boston]. 


A 58-year-old man was first hospitalized with hematemesis, 
and a diagnosis of portal cirrhosis with bleeding esophageal 
varices was made. He had a history of chronic alcoholism 
associated with a poor dietary intake for many years. A sple- 
norenal shunt was performed. Six months later he was readmit- 
ted with gastrointestinal bleeding, and x-ray study again 
revealed esophageal varices. A portacaval shunt was performed. 
Twelve episodes of coma or deep stupor were observed in this 
patient. They could be related to intolerance to more than 
25 gm. of dietary protein ingested orally, to protein hydrol- 
ysate infusions, or to oral administration of ammonium chloride. 
The sequence of the development of coma included the stages 
of flapping tremor of the outstretched extremities, usually 
associated with mental confusion, gradually increasing stupor, 
and coma. During recovery the sequence of events was reversed. 
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His mental status, even when he was “alert,” was markedly 
abnormal. No clear-cut correlation between the clinical condi- 
tion and the venous-blood ammonia levels was observed. Neo- 
mycin therapy resulted in marked reduction in blood ammonia 
levels and enabled this patient to ingest a regular hospital diet 
containing approximately 90 gm. of protein. 


Stable and Brittle Diabetes. J. G. Alivisatos and E. P. McCul- 
lagh. Am. J. Med. 21:344-357 (Sept.) 1956 [New York]. 


There are patients with long-standing diabetes in whom the 
blood sugar values are consistently fluctuating, in spite of 
attempts to obtain normoglycemic control, and who nevertheless 
have only very slight degenerative complications. The authors 
believe that this is due to uncertainties as to definition of the 
term “control” and to the failure to recognize the existence of 
two distinct types of diabetes mellitus, the stable and the brittle. 
They apply the term stable diabetes to patients who are insulin- 
insensitive and brittle diabetes to those who are insulin-sensitive. 
Another distinct metabolic feature of patients with brittle dia- 
betes is that ketosis develops rapidly and repeatedly despite 
attempts to establish normoglycemic control. If insulin is not 
administered in adequate doses, diabetic coma will develop. 
Ketosis indicates increased catabolism of fat. These disturbances 
in the carbohydrate and fat metabolisms in patients with brittle 
diabetes suggest that this type of diabetes is a separate meta- 
bolic entity. This study was undertaken to ascertain whether or 
not other clinical or biochemical features distinguish brittle from 
stable diabetes and whether the incidence of late degenerative 
complications is different in these two groups of patients. 
One hundred seventy-two patients were studied, but only 149 
fulfilled all the criteria for classification in one or the other of 
the two groups. There were 70 patients with brittle diabetes 
and 79 with stable diabetes. When distribution curves of the 
over-all blood sugar values were plotted, it was found that 
patients with brittle diabetes had a V-shaped curve indicating 
that these patients have a high frequency of blood sugar values 
in the two extreme ranges, the very low (less than 120 mg. 
per 100 cc.) and the very high (above 200 mg. per 100 cc.). 
In patients with stable diabetes the blood sugar curve is a 
descending line. Degenerative complications were more frequent 
in patients with stable diabetes than in those with brittle dia- 
betes. The incidence of severe diabetic retinopathy was low in 
adult patients with brittle diabetes of long standing. Patients 
with stable diabetes with poor control showed a significantly 
higher incidence of late degenerative complications than patients 
with stable diabetes with good control. 


Treatment of Severe Tetanus with d-Tubocurarine Chloride 
and Intermittent Positive-Pressure Respiration. A. C. Smith, 
E. E. Hill and J. A. Hopson. Lancet 2:550-552 (Sept. 15) 
1956 [London, England]. 


Intermittent positive-pressure respiration in association with 
some method of preventing spasm is an advance in the treatment 
of severe tetanus. The patient presented, a 7-year-old boy, had 
an especially severe form of tetanus. He had been cut on the 
forehead by a sharpened stick used as an arrow. His doctor 
treated the wound, which was superficial, but gave no anti- 
tetanic serum because of an allergic reaction to a dose of serum 
given 18 months before. The wound became infected and was 
treated with penicillin and aureomycin. Four days after the 
injury the right side of the patient’s face became stiff and 
trismus developed. The patient was treated for 26 days with 
paralysing doses of curare (up to 640 mg. in 24 hours to a 
total dose of 7,640 mg.), and respiration was maintained by 
intermittent positive pressure from a Radcliffe respiration pump. 
Chloral hydrate was given to prevent any memory of the 
period. The patient made a complete recovery. 

The d-tubocurarine was chosen as the relaxant for two rea- 
sons: 1. Absolute muscle relaxation can always be obtained if 
enough curare is given. 2. Curare has been successfully used in 
other cases. The standard dose of curare in this patient was 
15 mg. given intravenously, and this dose abolished all muscular 
movement for a time. Spasms, modified to myoclonic twitch- 
ing, recurred after from 20 to 30 minutes, and more curare was 
given when these spasms became obvious. The authors gained 
the impression that the occurrence of even these modified spasms 
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adversely affected the patient’s general condition, and they 
would probably be even more lavish with the dosage of curare 
in a future case. The diet was based on an intake of 72 oz. of 
milk daily with additional glucose and Casilan to provide 1,750 
calories. The high-protein diet usually given to these patients 
was not given, because this patient’s blood-urea level never fell 
below 50 mg. per 100 ml. The patient's voracious appetite after 
normal feeding was resumed suggests that this calorie intake 
was insufficient. Penicillin and streptomycin were given for the 
first week against the causal organism and_ prophylactically 
against chest complications. Sulphadimidine in small doses was 
given for the rest of his illness and, in association with physio- 
therapy and changes of posture, controlled his chest infection. 
Promethazine was given to minimize allergic reactions. 


Infection of Volunteers by a Virus (A. P. C. Type 1) Isolated 
from Human Adenoid Tissue. A. T. Roden, H. G. Pereira and 
D. M. Chaproniere. Lancet 2:592-596 (Sept. 22) 1956 [Lon- 
don, England]. 


A strain of type 1 APC (adenoidal-pharyngeal-conjunctival ) 
virus was administered by nasal instillation to 11 volunteers. 
Garglings taken on the second, fourth, and sixth days after the 
instillation were examined for the presence of type 1 virus, 
which was recovered from none of the volunteers on the second 
day and from four of them on the fourth or sixth day. Acute 
pharyngitis developed on the fourth and fifth days in two of the 
volunteers from whom the virus was recovered. The remaining 
volunteers showed no clinical signs of infection. Paired serums 
were tested for neutralizing and complement-fixing antibodies 
for APC viruses of tyypes 1 to 6. Neutralizing antibodies for 
type 1 virus were not detected in the preadministration serums 
of any of the four volunteers from whom the virus was subse- 
quently recovered but were present to varying titers in the pre- 
administration serums of the remainder. All volunteers from 
whom the virus was recovered showed definite increases in 
neutralizing antibodies for the homologous type and variable 
responses to the heterologous types. Three volunteers from 
whom no virus was isolated showed increases in neutralizing 
antibodies. Rises in complement-fixing antibodies were observed 
only in the group of volunteers from whom virus was recovered 
and were greatest in the two volunteers who showed clinical 
evidence of infection. 


Polycythemia and Hypernephroma. E. Noe. Nord. med. 56: 
1164-1165 (Aug. 18) 1956 (In Norwegian) [Stockholm, 
Sweden]. 


In eight of the nine previously published cases of poly- 
cythemia and hypernephroma the finding of hematuria made 
possible the diagnosis of renal tumor during life. In the three 
patients operated on the polycythemia disappeared after ne- 
phrectomy. The polycythemia is thought to be secondary to the 
renal tumor. There is no clearly formulated theory as to the 
mechanism in this connection. In the case reported, in a man 
aged 55 with pleural exudate, there were no symptoms from the 
urinary tract to indicate urography. The diagnosis of poly- 
cythemia was based on the hemoglobin, red blood cell, and 
thrombocyte values, together with the typical sternal punctate. 
Cer. bral symptoms that set in were ascribed to cerebral throm- 
bosis, and anticoagulant treatment was applied. The patient 
died in coma and hyperthermia. Autopsy revealed a tumor of 
the right kidney and tumors of similar appearance in the right 
pleura and right cerebral hemisph r-. The microscopic picture 
showed hypernephroma. The pleural exudate proved to be an 
expression of pleural metastasis of the hypernephroma. 


Pneumoperitoneum in the Management of Esophageal Hiatus 
Hernia: A New Diagnostic and Therapeutic Procedure. B. Maisel, 
W. Cooper and F. Glenn. J. Am. M. Women’s A. 11:299-315 
(Sept.) 1956 [New York]. 


Pneumoperitoneum was used as a new diagnostic and thera- 
peutic procedure in five patients with esophageal hiatus hernia. 
The pneumoperitoneum established the differential diagnosis 
between angina from coronary arterial insufficiency and angina 
produced by hiatus hernia and also between dyspepsia caused 
by gallbladder disease and dyspepsia due to hiatus hernia. The 
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pneumoperitoneum controlled hemorrhage, vomiting, rumina- 
tion, and dyspepsia caused by hiatus hernia. It is induced in the 
following manner: The patient is placed in the supine position. 
The abdomen is shaved and prepared with three applications of 
zephiran. A point midway between the left costal margin and 
the umbilicus is infiltrated with 2% procaine solution. A 19-gauge 
needle, 1.75 in. long, attached to a 10-cc. syringe, is introduced 
into the abdominal wall to a point where the anterior rectus 
sheath is encountered. A needle guard or a clamp is adjusted to 
the needle to permit safe advancement for another 1.5 cm. 
through the rectus muscle, the posterior rectus sheath, and the 
peritoneum. As the needle passes through the peritoneum, the 
patient feels a slight sticking pain. Five cubic centimeters of 
novocain is introduced into the peritoneal cavity to test the free 
flow and to make certain that the needle tip is within the peri- 
toneal cavity. A three way stopcock is attached, and small 
amounts of room air are introduced to test the free flow into the 
peritoneal cavity. The 10-cc. syringe is replaced by one that 
holds 50 ce., and about 1,000 cc. of air is injected. Codeine phos- 
phate is given every four hours for four doses to contro! the 
shoulder pain caused by the air beneath the diaphragm. 

The peritoneum proved of particular value in aged patients 
with hiatus hernia. It did not produce recognizable interference 
with the cardiopulmonary function and did not complicate the 
operative management of these patients. On the contrary, the 
great amount of space beneath the stretched and elevated left 
diaphragm facilitated the repair of the diaphragm and the manip- 
ulation of the stomach, esophagus, spleen, and left lobe of the 
liver. Hiatus hernia. may cause left flank pain, clinically indis- 
tinguishable from renal pain. The elderly patient with a sympto- 
matic hiatus hernia may be treated on an ambulatory basis in a 
hiatus hernia pneumoperitoneum clinic, provided the initial in- 
jection of air is given in the hospital under close supervision. 
The clinical course and the signs, symptoms, diagnosis, and 
pathological changes of esophageal hiatus hernia are reviewed. 
The authors suggest that the development of paraesophageal and 
sliding hiatus hernia can be attributed to the loss of the normal 
vis-a-tergo of the tissues at the esophageal hiatus and the effects 
on the stomach of a rising and falling intrathoracic pressure 
associated with coughing, sneezing, and defecation. Hiatus her- 
nia is often associated with chronic cholecystitis, cholelithiasis, 
and peptic ulcer. 


Treatment of Uremic Nausea and Vomiting with Chlorproma- 
zine (Largactil). P. Eilersen. Ugesk. leger. 118:953-954 (Aug. 
16) 1956 (In Danish) [Copenhagen, Denmark]. 


In Bispebjerg Hospital intractable nausea and vomiting in 21 
patients with uremia due to chronic nephritis, nephrosclerosis, 
or chronic pyelonephritis were treated by peroral administration 
of Largactil. The dosage was 25 mg. four times daily except in 
two instances, in which the dosage was 50 mg. four times daily. 
The symptoms ceased in nine patients, five were improved, and 
in seven there was no change. Two of the nine patients had been 
greatly troubled by hiccups, which ended at once on the 
Largactil treatment. The appetite was improved in all the im- 
proved patients. In spite of subjective improvement, the blood 
urea level was not reduced during the period of treatment. Nine 
patients with cancer metastases and four with other diseases were 
also treated with chlorpromazine because of nausea and vomit- 
ing. In four of the first group the symptoms disappeared entirely, 
while three were improved and two unchanged; in three of the 
second group the symptoms ceased, and the fourth patient was 
improved, While no side-effects of chlorpromazine were seen, 
the substance should, on account of the side-effects described 
in the literature, be reserved for the treatment of continuous 
nausea and vomiting in incurable patients. 


Herpes Zoster and Liver Diseases. W. Siede. Deutsche med. 
Wehnschr. 81:1401-1402 (Aug. 31) 1956 (In German) [Stuttgart, 
Germany ]. 


Siede reports on seven patients in whom herpes zoster oc- 
curred in association with liver disorders. The liver was more or 
less enlarged and its consistency increased in all seven patients. 
Liver biopsy in two patients revealed the histological character- 
istics of involvement of the hepatic mesenchyma, with prolifera- 
tion and chronic inflammatory infiltration of the periportal 
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tissues. This process also involved some of the peripheral lobules, 
The stellate Kupffer’s cells were increased. The hepatic cells 
showed a granular or vacuolated protoplasm, and here and there 
a cell membrane and nuclear synthesis. The protein tests indi- 
cated pathological changes, and electrophoresis revealed a con- 
stellation of the protein fractions characteristic of hepatic 
impairment. Liver-function tests carried out during the acute 
stage also indicated a pathological condition. Only one of the 
patients was definitely jaundiced, but three were subicteric. In 
five of the patients the hepatitis subsided within weeks; in one 
it persisted for eight months; and the seventh still has signs of 
chronic hepatitis after two years. 

Herpes zoster is apparently an infectious disease caused by 
a virus. The question arises whether the concurrence of herpes 
zoster and hepatitis in the cases presented was fortuitous or 
whether there was an etiopathogenetic relationship. In some of 
the patients the herpes zoster appeared in the segments that 
correspond to the sympathetic innervation of the liver. This 
might suggest that the virus hepatitis produced a site of lessened 
resistance; however, this would presuppose that the hepatitis 
preceded the herpes zoster, and this occurred in only one of the 
patients, whereas in the others the appearance of the two dis- 
orders coincided. The author believes that both diseases can be 
caused by the same virus. A number of virus diseases are known 
to cause disorders in several organ systems. As a typical example 
he mentions glandular fever, which involves not only the lym- 
phatic apparatus but occasionally also the liver and the central 
nervous system. The same applies to primary atypical pneu- 
monia. More recently it has been observed that the virus diseases 
of the central nervous system may show the same behavior. 
Thus, involvement of liver and spleen and even hepatitis with 
jaundice has been observed in poliomyelitis. When hepatitis 
appears concurrently with herpes zoster, it is possible that a 
zoster virus with hepatotropic properties is the cause. 


Bleeding Peptic Ulcer: A Clinical Study of 511 Cases. A. Aldman 
and S. Wallensten. Acta med. scandinav. 155:205-222 (No. 3) 
1956 (In English) [Stockholm, Sweden]. 


Four hundred five men and 106 women between the ages of 
30 and 80 years with bleeding gastroduodenal ulcers were treated 
at the medical and surgical departments of Serafimerlasarettet 
in Stockholm, Sweden, between 1942 and 1953. Two hundred 
thirty of the 511 patients had mild hemorrhage and 281 severe 
hemorrhage. Hemoglobin and red blood cell determinations 
were used as criteria of the seriousness of the hemorrhage. Pa- 
tients with a drop of hemoglobin to 50% or less and a red blood 
cell count of 2 million or less were considered as having severe 
hemorrhage and all the others as having a mild hemorrhage. 
The seriousness of the hemorrhage and the measures to be taken 
were determined largely by the volume and the rate of bleeding. 
The type of the ulcer, the age of the patient, and the duration 
of the condition seemed to be of less importance wtih respect to 
prognosis. The patien#s general condition at the time of admis- 
sion or at some other arbitrarily chosen time did not provide 
any reliable basis for assessing the prognosis. 

Conservative therapy was indicated in most of the patients. 
There was a gradual increase in the number and the volume of 
blood transfusions in the course of the later years of the 10-year 
period, Partial gastrectomy was performed only in 22 patients 
whose lives were threatened by the hemorrhage despite generous 
blood transfusions. X-ray examination was performed immedi- 
ately on admission in 57 patients with bleeding ulcers. In 41 
patients it revealed a niche in the duodenum or stomach from 
which the hemorrhage was believed to originate. Deformation 
of the duodenal bulb suggested the presence of a bleeding ulcer 
in 10 patients. There were only six patients in whom the 
roentgenograms did not give any information with regard to the 
source of the bleeding. In 45 of the 57 patients the x-ray exam- 
ination had to be performed with the patient in recumbent posi- 
tion; in none of them was the hemorrhage increased by the x-ray 
examination. 

Twenty-three of the 511 patients died, a mortality rate of 
4.5%. Only one of the 230 patients with slight hemorrhage died, 
but 22 (7.8%) of the 281 patients with severe hemorrhage 
died. With more abundant blood transfusions the mortality 
rate was reduced from 7% during the period from 1942 to 1945 
to 3% during that from 1950 to 1953. The mortality rate in the 
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patients subjected to partial gastrectomy also decreased with 
the introduction of modern shock therapy and improved tech- 
niques of anesthesia. In patients with massive hemorrhage the 
blood lost should be replaced as rapidly as possible by ample 
blood transfusions; if despite this measure the bleeding does 
not stop and the life of the patient is threatened, surgical inter- 
vention should be considered and it should be performed as soon 
as possible after the onset of the hemorrhage. Speedy surgical 
intervention is particularly advisable in patients over 60 years 
of age. 


Pseudomembranous Enterocolitis and Antibiotics. C. R. New- 
man. Ann. Int. Med. 45:409-444 (Sept.) 1956 [Lancaster, Pa.] 


Newman discusses pseudomembranous enterocolitis on the 
basis of many literature reports, and he describes the histories 
and autopsy studies of 12 patients with this disease observed 
in several small hospitals. Pseudomembranous inflammation of 
the intestine has been recognized for over a century, but during 
recent years there has been an apparent increase in its incidence. 
There is disagreement regarding the role of antibiotics in the 
production of this condition. A wide variety of causes, such as 
inorganic or metabolic poisons, bacterial infection, or mechanical 
factors, may play a part in it. Antibiotics appear to play a sig- 
nificant part in its development in many instances. They cannot, 
however, be solely responsible for all cases. Multiple factors 
are probably responsible, even in cases in which antibiotics have 
been administered. Either superinfection or the development of 
antibiotic-resistant organisms appears to be the greatest hazard 
in the use of the antibiotics. Superinfection results from a dis- 
turbance in the normal bacterial flora of the body cavities. The 
reciprocal inhibitory effect is therefore destroyed or lessened. 
Superinfection may involve the same organ of the body in which 
the primary infection occurred or a different one. Organisms 
hitherto unlikely to produce serious disease may occasionally 
cause a secondary infection more serious than the primary dis- 
ease and may sometimes cause death. These secondary infections 
respond poorly to known antibiotics. They occur most frequently 
from two to five days after initiation of antibiotic therapy, the 
patient appearing to have a relapse after an initial period of 
improvement. Frequent cultural studies are necessary to foresee 
or promptly recognize a serious superinfection. 

There is evidence that micrococci (staphylococci) play a ma- 
jor role in the development of severe pseudomembranous enter- 
ocolitis, because they are much more adaptable to antibiotics 
than is the normal intestinal flora. Carriers in a community or 
hospital where many patients have been treated with antibiotics 
ure probably the source of these resistant organisms. The micro- 
coccic enterotoxin very probably leads to the formation of a 
pseudomembrane by its direct irritant action and presumably 
also produces generalized systemic effects. Although erythromy- 
cin offers a great deal of help in treatment, micrococci seem 
gradually to become resistant to this drug also. Enterocolitis 
should be thought of whenever a relapse occurs during an illness, 
after injury, or after an operation, particularly when antibiotics 
have been used. If diarrhea, paralytic ileus, fever, dehydration, 
loss of blood volume, and collapse are present, vigorous treat- 
ment is necessary. Reports indicate a rising index of suspicion, 
inasmuch as more cases are being diagnosed before death, and 
early treatment will doubtless produce better results. Efforts 
should be made to prevent the enterocolitis that is related to the 
use of antibiotics by (1) preventing the development of organ- 
isms that are resistant to antibiotics and (2) by detecting resist- 
ant organisms before severe untoward reactions occur. 


The Importance of the Fractional Serum Bilirwbin Determina- 
tion in Clinical Medicine. C. J. Watson. Ann. Int. Med. 45:351- 
368 (Sept.) 1956 [Lancaster, Pa.]. 


The observations of Hijmans van den Bergh on the essential 
difference between the prompt direct and the delayed or indirect 
reacting fractions of the serum bilirubin are supported by recent 
observations, especially those of Cole and Lathe on the polar, 
or water-soluble, and nonpolar, or water-insoluble, character of 
the two types. The hitherto undescribed bilirubin sulfate is a 
polar compound exhibiting a prompt direct diazo reaction. The 
ease with which nonpolar, crystalline bilirubin can be isolated 
from sources such as bile, in which the initial behavior is almost 
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entirely polar, is more in accord with a complex than an intrinsic 
molecular difference. The validity of measurement of the direct 
reacting bilirubin at one minute deserves more emphasis. Meas- 
urement at 30 minutes includes significant fractions of the de- 
layed, indirect, or nonpolar bilirubin. This is well demonstrated 
when the values at 1 and 30 minutes and the total (after alco- 
hol), obtained with serum from patients with uncomplicated 
hemolytic jaundice, are compared with the amounts of polar 
and nonpolar bilirubin from the same samples, separated by 
reverse phase chromatography. The correspondence between 
one-minute and polar bilirubin is excellent. The 30-minute direct 
bilirubin, however, clearly includes nonpolar bilirubin. 

During the last 10 years the fractional serum bilirubin deter- 
mination, one-minute and total, has been used routinely in the 
University of Minnesota Hospital and the Minneapolis Veterans 
Hospital. The author emphasizes that the experiences accumu- 
lated during these 10 years with the determination of one- 
minute and total bilirubin and bilirubin ratios in relation to the 
clinical problems of jaundice, liver and biliary tract disease, and 
anemia, has fully confirmed the usefulness of this fractionation. 
The following points are cited as evidence that the fractionation 
often enhances the value of the serum bilirubin studies. 1. The 
one-minute bilirubin is often increased significantly within a 
normal value for total bilirubin. This has been observed especially 
in patients with early hepatitis, cirrhosis, common-duct stone, and 
hepatic carcinomatosis. The finding is of value in revealing an 
abnormality and, while not differential in itself, often points to 
the presence of disease of the liver or biliary tract. 2. Low biliru- 
bin ratios in patients with elevated total serum bilirubin are 
indicative of retention jaundice in varying degree. The lowest 
ratios (<20%) are characteristic of hemolytic disease or consti- 
tutional hepatic dysfunction of the Gilbert type. The Dubin-John- 
son type of jaundice and hepatic dysfunction generally exhibits 
ratios above 40%, most often in the range characteristic of ordi- 
nary regurgitation jaundice. 3. While the majority of patients 
with jaundice due to parenchymal liver disease have bilirubin 
ratios in the same general range as those found in cases of biliary 
obstruction (45 to 80%), there is a significant number of patients 
with diffuse liver disease in whom ratios below 40% are encount- 
ered. In the range of 35 to 40% there is small likelihood of con- 
fusion with (benign) biliary obstruction, and below 35% almost 
none. 


SURGERY 


Mitral Valvotomy: A Progress Report. R. W. D. Turner and 
H. R. L. Fraser. Lancet 2:525-531 (Sept. 15) and Lancet 2: 
587-592 (Sept. 22) 1956 [London, England]. 


The first 250 patients from the cardiac department of the 
Weston General Hospital, Edinburgh, who were subjected to 
mitral valvotomy were ana:yzed with regard to various factors 
that may influence the operative result. These patients were all 
followed for more than 12 months: 202 for more than two years, 
116 for more than three years, 37 for more than four years, and 
9 for more than five years. Ninety-seven per cent had either 
tight (finger-tip) or fairly tight (terminal phalanx) stenosis. 
The ages of the patients ranged from 16 to 60, and 29 were 
aged more than 50. Forty-four per cent had auricular fibrilla- 
tion, 27% had calcification of the mitral valve, and in 19% an 
intracardiac clot was found at operation. Two hundred fifty 
other patients with mitral stenosis were seen at about the same 
time and not advised to have an operation, because their con- 
dition was either too mild, too severe, or complex. The electro- 
cardiographic signs of right ventricular hypertrophy are sum- 
marized, and the value of right-side V leads is pointed out. 
In association with signs of uncomplicated mitral stenosis ev- 
idence of right ventricular hypertrophy invariably indicated that 
the stenosis was sufficiently severe to warrant operation. Some 
of the radiological aspects of mitral disease are discussed, and 
emphasis is laid on the significance of the transverse lines, which 
are believed to indicate distended lymphatics. Cardiac catheter- 
ization is rarely required in the assessment for operation. The 
operative mortality was 8%. In patients aged less than 50, even 
with auricular fibrillation and moderate enlargement, it was 5%. 
There have been only two deaths in the last 100 cases. Seven 
patients died from 1 to 39 months after operation. 
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The results were good or very good in 70% and fairly good 
in 10% of the patients. Analysis of the poor results revealed that 
systemic embolism, inadequate valvotomy, and traumatic mitral 
incompetence were the surgical factors concerned. The larger 
the heart the less likely is a good operative result to be achieved 
or maintained, and the least hopeful combination is a large 
heart with auricular fibrillation and without electrocardiographic 
evidence of right ventricular hypertrophy. Auricular fibrillation, 
enlargement, calcification of the valve, and intracardiac clot are 
frequent in patients over 50; consequently the operative risk is 
greater and the proportion of good results smaller. Nevertheless, 
a good result was obtained in 17 of 29 patients aged more than 
50 and in 7 of 8 patients without these adverse factors. The in- 
cidence of auricular fibrillation increases with age and with 
heart size. The mitral valve was calcified in 27% of the patients 
who came to operation. Its incidence increased with age and 
was greater in males. Disadvantages of calcification are that 
effective splitting of the commissures may be impossible and 
attempts to achieve it increase the operative risk; good function 
of the valve may not be achieved despite good splitting of the 
commissures; and calcific embolism may take place into the 
systemic circulation. Despite these facts good results were ob- 
tained in more than half the patients with severe calcification. 
Aortic stenosis does not contraindicate mitral valvotomy for 
mitral stenosis, because aortic valvotomy can be carried out at 
the same thoracotomy. Severe cardiac cirrhosis of the liver 
contraindicates operation. In pregnancy operation is advised 
only if it is clear from the history that there was progressive 
dyspnea before pregnancy and that valvotomy would have been 
indicated in any event. Although the operative result is largely 
determined by the local pathological changes in the mitral valve, 
most patients are still being referred for operation after the 
optimal time has passed. Operation should be considered when- 
ever symptoms are progressive and should be carried out unless 
contraindications are present. 


Surgical Treatment of Cancer of the Thyroid. H. A. Kingsbury. 
Am. Surgeon, 22:847-856 (Sept. ) 1956 [Baltimore]. 


Ninety-one patients with histologically proved thyroid cancer 
were treated at the Roosevelt Hospital in New Yor': during the 
25-year périod from 1930 to 1955. Six patients could not be 
traced after discharge from the hospital. The remaining 85 have 
been followed up for periods of up to 23 years. The 91 patients 
were operated on by 20 different surgeons and a number of 
residents. The extent of operation varied with the attitude of 
the surgeon in charge. Among 38 patients with papillary adeno- 
carcinoma who have been followed up for from 1 to 23 years 
since operation, 3 are known to have died of thyroid cancer. 
Two of the deaths occurred seven years after the primary oper- 
ation. Of 23 patients with the diagnosis of follicular and alveolar 
adenocarcinoma, 4 have died. This includes three patients in 
whom the disease was far advanced at the time of surgery. One 
patient was lost to follow-up. There were two deaths among 
nine patients with Hiirthle cell carcinoma. One patient died 13 
years after the primary operation. The other had generalized 
metastases at the time of operation and died two months later. 
Among seven patients with solid adenocarcinoma, five were in 
an advanced stage of the disease and received palliative treat- 
ment only. Six of the seven died. Of 10 patients with giant and 
spindle cell carcinoma, 9 died within 18 months. One is still 
alive, despite numerous recurrences during the past 11 years. 
Sarcoma of the thyroid gland in four patients was uniformly 
fatal in a short time. 


Vagotomy and Gastroenterostomy in the Surgical Treatment of 
Duodenal Ulcer. K. R. Trueman and D. L. Kippen. Canad. 
M. A. J. 75:547-550 (Oct. 1) 1956 [Toronto, Canada]. 


Twenty-five women and 80 men between the ages of 22 and 
78 years with intractable or complicated duodenal ulcer under- 
went vagotomy and posterior gastroenterostomy at the Winni- 
peg Clinic in Canada, between May, 1946, and December, 
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1953. Symptoms had been present for an average of 12 years. 
Intractable pain was present in 101 patients; it was accom- 
panied by hemorrhage in 41, perforation in 18, and pyloric 
obstruction in 15. Ninety-three patients were followed up for 
from 3 to 10 years. Control of the peptic ulcer by vagotomy 
and gastroenterostomy was good in 77 patients (82.8%) and fair 
in 6 (6.4%). Results were poor in 10 patients (10.7%). Recur- 
rence of chronic peptic ulceration was demonstrated in only 
three patients. Moderate hemorrhage without symptomatic or 
radiological evidence of chronic peptic ulcer accounted for 3 of 
the 10 poor results. Although postoperative gastrointestinal dis- 
turbances of some degree occurred in 11 patients, they were 
considered to be undesirable side-effects of the operation in only 
5. The other six patients had symptoms referable to an irritable 
colon, which was present before the operation. 


Cancer of Stomach and Gastric Ulcer. J. de M. Grey and L. F. 
de Moraes. Rev. brasil. cir. 32:91-100 (July) 1956 (In Portu- 
guese) (Rio de Janeiro). 


Cancer of the stomach coexisting with gastric or duodenal 
ulcer is far more frequent than is believed. The ulcers are po- 
tentially cancerous. They call for surgical treatment whenever 
the clinical symptoms and roentgen signs persist or reappear 
after discontinuance of medical treatment and of diet. The 
period of waiting before resorting to surgery should be no more 
than five or six months for a duodenal ulcer and three or four 
months for a gastric ulcer. Three cases are reported. The first 
patient had resection for a simple gastric ulcer. Histopath- 
ological examination of the removed specimen showed the 
aspects of an ulcer with cancer developing at the base of the 
ulcer. The second patient had a clinical and roentgen diagnosis 
of antral cancer. During laparotomy for subtotal gastrectomy, 
enlarged lymph nodes were observed at the lesser curvature 
and the cardia. A total gastrectomy was performed. Histopath- 
ological examination did not reveal cancer in the antral tumor, 
but the lymph nodes proved to be metastases of mucoid carci- 
noma. The third patient, a man of 70, complained of gastric 
symptoms of two years’ duration. Roentgen examination showed 
an antral tumor. During laparotomy for subtotal gastrectomy an- 
other tumor was observed. It was larger than the antral tumor 
and was located on the greater curvature and the cardia. Histo- 
pathological examination showed two distinct tumors of the 
same type, without any involved tissue between them. The 
authors advise early gastrectomy for gastric and duodenal ulcers 
that do not respond to diet and medical treatment and also 
for gastric tumors presenting the roentgen appearance of gastric 
cancer. 


Clinical and Pathophysiological Problems of Total Gastrecto- 
my in Patients with Carcinoma of the Stomach. T.-O. Linden- 
schmidt. Ztschr. klin. Med, 154:200-215 (No. 2) 1956 (In 
German ) [Berlin, Germany]. 


Thirty-three men of the average age of 56 years and 17 
women of the average age of 62 years with advanced carcinoma 
of the stomach were operated on at the surgical clinic of the 
University of Hamburg-Eppendorf, Germany, between 1950 and 
1954. Forty patients had total gastrectomy and 10 had subtotal 
gastrectomy with 1, 2, or 3 cm. of stomach left below the 
cardia. There were 22 operative deaths. Fifteen patients died 
within from 3 to 36 months after their discharge from the 
hospital following the operation. Three patients were lost to 
follow-up. Ten patients are living with an average survival 
time of 30 months. The tumors invaded all the parietal layers 
in all the patients. Metastases were found at the operation in 
the lymph nodes of 6 of the 15 patients who died after their 
discharge from the hospital. Of the 10 still living, only one had 
metastases of the lymph nodes of the omentum, which was re- 
moved at the operation. 

The author is convinced that indications for surgical treat- 
ment of advanced carcinoma of the stomach should be widened. 
There are no reliable historical, clinical, or roentgenologic data 
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excluding operability of the tumor. Subtotal or total gastrec- 
tomy, with simultaneous removal of all the suspicious Ivmph 
nodes and of the metastasized omentum, if necessary, is re- 
quired if the size of the tumor is such that the resection, either 
toward the pylorus or toward the cardia, cannot be made at a 
distance of at least 5 cm. from the tumor. The simultaneous 
removal of adjacent organs affected by the tumor must be 
decided on in the course of the intervention. Pathophysiological 
considerations do not limit subtotal or total gastrectomy, pro- 
vided that the patient is given adequate substitution therapy in 
the preoperative and postoperative period. Such therapy should 
consist of adequate administration of proteins in order to break 
through the vicious circle between protein deficiency and en- 
zyme deficiency. Pancreas preparations should be supplied to 
improve the utilization of proteins and fats. Parenteral iron 
therapy is indicated in the presence of anemia due to iron 
deficiency. Vitamin B.2 and folic acid therapy are indicated in 
the presence of megaloblastic anemia. Vitamin B complex ther- 
apy is important for the prevention or treatment of manifesta- 
tions of vitamin B deficiency after total gastrectomy, such as 
glossitis, pharyngitis, cheilitis, and esophagitis. Total gastrec- 
tomy is not indicated in patients in whom all the adjacent 
organs, i.e., liver, pancreas, spleen, diaphragm, mesocolon, and 
colon, have become infiltrated by the carcinoma, requiring such 
a formidable intervention that only exceptional patients may 
survive. In addition, the prognosis is not favorable as regards 
freedom from relapses and metastases in patients with involve- 
ment of suprapancreatic and para-aortal lymph nodes, and it 
is particularly unfavorable in patients in whom the tumor has 
invaded all of the parietal layers. 


Primary Resection of Stomach in Free Perforation of Gastro- 
duodenal Ulcers. R. Baltzersen. Nord. med. 56:1195-1196 
(Aug. 23) 1956 (In Norwegian) [Stockholm, Sweden]. 


In Haukeland Hospital in Bergen 179 cases of free perfora- 
tion of gastroduodenal ulcers (134 cases of perforated duodenal 
ulcer, 45 of perforated gastric ulcer) were treated from 1942 to 
April, 1955, with a total mortality of 9.5%. Primary resection of 
the stomach according to Billroth 2 or its modifications was done 
in 118 of the cases, with 5 deaths, all in men with duodenal 
ulcers. From 1938 to April, 1955, a total of 313 gastroduodenal 
perforations into the free peritoneal cavity were treated with 
32 deaths or a mortalityy of 10.2% Of the 175 patients in whom 
primary gastric resection was performed, 7, or 4%, died; they 
were all treated for perforated duodenal ulcer. Only one death 
occurred in the 67 primary resections performed after 1947, 
giving an operative mortality of 1.5%. In the 605 gastric resec- 
tions performed in the same period for nonperforating ulcers the 
mortality was 1.2%. 


Experiences with the Treatment of Acutely Massively Bleeding 
Peptic Ulcer by Blood Replacement and Gastric Resection. 
J. D. Stewart, J. H. Cosgriff and J. G. Gray. Surg. Gynec. & 
Obst. 103: 409-415 ( Oct.) 1956 [Chicago]. 


Immediate blood replacement and early gastric resection has 
been used by Stewart and associates since January, 1947, in the 
treatment of patients with massively bleeding peptic ulcer. They 
review observations on 193 patients on whom 196 operations 
were performed. Chronic duodenal ulcer, penetrating in nature, 
was the commonest lesion, while chronic gastric ulcer was sec- 
ond in frequency. Shallow ulcer associated with a brief or non- 
descript history of ulcer dyspepsia was not uncommon, account- 
ing for approximately 20% of the gastric lesions. In 21 patients 
the site of bleeding was not satisfactorily determined at oper- 
ation. During the series of 196 operations on 193 patients, 22 
patients were found to have other causes for bleeding. There 
were 13 malignant lesions of the stomach and 4 of the duo- 
denum and pancreas. Of the 3 patients with hemorrhage from 
esophageal varices, one had extrahepatic portal bed block, or 
Banti’s syndrome. The appropriate operation was carried out 
when the true diagnosis became evident in these 22 patients, 
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and at least one of those who had gastric resection for hemor- 
rhagic gastric carcinoma under these circumstances is alive and 
well over five years later. Subtotal gastrectomy was performed 
in 186 of the patients. 

Twenty-five of the patients died. There were two deaths 
among the 65 patients less than 50 years old (3%) and 23 (18%) 
among the 128 patients over 50 years of age. Half of the patients 
who recovered and three-quarters of those who died had serious 
associated diseases. There was a high incidence of cardiovascu- 
lar disease in patients over 50 years of age. The commonest 
postoperative complications in patients who recovered were 
wound infection and dehiscence, pulmonary atelectasis, and 
pneumonia; commonest in those dying were cardiac complica- 
tions. Dehiscence of the duodenal stump, stomal arrest, trans- 
fusion reaction, and postoperative hemorrhage were rare. The 
average amount of blood given before and during operation was 
2.600 ce. 


The Management of Ascites with Radioactive Gold. R. |. Ire- 
ton and J. C. Ullery. Surg. Gynec. & Obst. 103:437-442 (Oct. ) 
1956 [Chicago]. 


Radioactive colloidal gold ( Au’"*) has been used in the treat- 
ment of ascites at the Ohio University Hospital since 1952. The 
group treated included 35 patients with proved ascites secondary 
to tumor. Three of these patients received a second Au’ treat- 
ment, for a total of 38 treatments. There were 3 men and 32 
women with an average age of 55 years, the youngest 29 and 
the oldest 75 years old. The type of tumor varied, but the 
majority were some type of adenocarcinoma. Two-thirds of the 
adenocarcinomas were primary in the ovary. The patients were 
divided into 3 groups. Group 1 is composed of patients with no 
evidence of reaccumulation of ascites at the time of follow-up 
or death. There were nine patients in this group, five of whom 
are still living after from 2.5 to 17 months. Group 2 consists of 
patients who had a remission of ascites for at least six weeks. 
There were seven patients in this group, four of whom are still 
living after from two to six months. Group 3 consists of those 
patients in whom there was no remission or only transient re- 
mission of ascites. There were 19 patients in this group. Nine of 
these patients expired within six weeks of treatment and only 
two are still living, for five and nine months respectively. 

Factors that might explain the differences in the results are 
reviewed, with the following conclusions: 1. The type of tumor 
was of some importance, since none of the patients with sar- 
comas had remissions. 2. That the smaller metastasis was asso- 
ciated with better results was only indicated, not proved. 
3. Treatment prior to Au’®* therapy, treatment after Au’”” 
therapy, or combination of the two, whether surgery, radiation, 
or both, was of little significance in the remission of ascites. 
4. The general condition of the patient was important, since one- 
half of the patients experiencing no remission died soon after 
treatment. One-half of the patients with pain obtained relief. 
Complications solely attributable to Au’** were uncommon and 
minor. The authors make a plea for the earlier use of Au'®*, 
suggesting that it should be used prophylactically. 


A Clinicopathologic Study of the Epiploic Appendages. T. E. 
Lynn and J. M. Waugh. Surg. Gynec. & Obst. 103:423-433 
(Oct.) 1956 [Chicago]. 


This inquiry into the conditions produced by disease of the 
epiploic appendages is based on literature reports and on a de- 
tailed review of the clinical, surgical, and pathological data in 17 
patients observed at the Mayo Clinic from 1940 to 1953. The 
available literature revealed reports of 156 cases of symptomatic 
pathological changes of the epiploic appendages prompting 
surgical intervention. Inflammation (appendagitis) was present 
in 109 of these cases, intestinal obstruction had been produced 
by the appendage in 13, and in 34 the appendages were intra- 
hernial. There was primary intra-abdominal appendageal dis- 
ease in 12 of the 17 patients treated at the Mayo Clinic and in 
two of these the presenting picture was that of intestinal ob- 
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struction. Intrahernial epiploic appendagitis occurred once. In 
the remaining four patients, other disease processes caused the 
major symptoms or incited the pathological changes in the ap- 
pendages. During the same period 129 instances of diseased 
epiploic appendages without symptoms were found; the major- 
ity of these appendages had become detached and were found 
as intraperitoneal loose bodies. 

Pathological changes in epiploic appendages may mimic many 
acute abdominal inflammatory syndromes; they may form an 
intra-abdominal mass or produce mechanical intestinal obstruc- 
tion. They may also be a source of pain in a hernia or may be 
the sole occupant of an incarcerated hernia. Detached epiploic 
appendages are the most frequent cause of intraperitoneal loose 
bodies. These may become secondarily attached elsewhere in the 
abdomen and be confused with a neoplastic process. Infarction 
of epiploic tags with superimposed epiploic appendagitis has 
usually been confused clinically with acute vermiform appen- 
dicitis. A preoperative distinction can only be tentative. Should 
laparotomy fail to disclose the usual sources of acute abdominal 
pain, epiploic appendagitis deserves consideration. An inflamed 
epiploic appendage may occasionally produce chronic or recur- 
rent symptoms. The treatment is surgical excision of the dis- 
eased appendage. Rarely, a diverticulum of the colon will be 
encountered within the appendage. 


Problem of Intrahepatic Cholangitis Accompanying Cholelithi- 
asis. T. Burckhart. Chirurg 27:408-412 (Sept.) 1956 (In Ger- 
man) [Berlin, Germany]. 


Eighty-six women and 26 men, 68 of whom were between the 
ages of 41 and 60 years, underwent cholecystectomy at the surg- 
ical clinic of the University of Mainz, Germany, because of a 
definite clinical suggestion of lithiasis. A preoperative diagnosis 
of cholangitis had not been made in any of the 112 patients. 
Biliary calculi were present in the gallbladder in 102 patients 
and in the common bile duct in 10. Chronic cholecystitis was ob- 
served in 93 patients, and only 5 were without abnormal changes 
in the wall of the gallbladder. A biopsy specimen was obtained 
from the liver in all patients in the course of the cholecystectomy. 
Intrahepatic cholangitis was found in 37 patients; other changes 
in the liver, including pronounced lymphocyte infiltration of 
Glisson’s capsule, increased interstitial connective tissue, diffuse 
or central fatty degeneration, biliary cirrhosis, and brown atro- 
phy, were present in 36 patients. Fifty-one patients had a history 
of icterus or were jaundiced at the time of the operation. Nine 
of the 11 patients between the ages of 61 and 76 years had ab- 
normal changes in the liver, but none of the 33 patients between 
the ages of 17 and 40 years had such changes. The incidence of 
cholangitis increases with advancing age. The duration of the 
cholelithiasis was less than one year in 49 patients, 35 of whom 
had cholangitis. One-half of the patients with cholangitis also 
had icterus. 

These findings suggest that the presence of a clinically more 
or less silent intrahepatic cholangitis must be considered as an 
accompanying disease in patients with apparently uncomplicated 
cholelithiasis and cholecystitis. Appropriate preoperative treat- 
ment should be instituted. Removal of a small biopsy specimen, 
which in the author’s patients was performed without any dam- 
age or complication, is justified. The incidence of residual or 
postoperative complaints after cholecystectomy will thus be re- 
duced and severe early and late complications prevented. 


Outcome of Surgery for Ulcerative Colitis. B. N. Brooke. Lan- 
cet 2:532-536 (Sept. 15) 1956 [London, England]. 


What is the expectation of life of patients who have had 
total colectomy for ulcerative colitis? To find an answer to this 
question Brooke reviewed the records of the 131 patients with 
ulcerative colitis who had been operated on by him. In five 
patients only emergency or diagnostic laparotomy was under- 
taken; 126 underwent elective surgery (117 excision and per- 
manent ileostomy and 9 resection and anastomosis). The group 
included 84 females and 47 males. The youngest patient oper- 
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ated on was 6 years old, the colitis having started two years 
earlier. Operation was resorted to when the patient’s general 
condition had continued to deteriorate despite conservative 
measures; when the patient was otherwise unlikely to return to 
normal life; for complications, both anorectal and remote; for 
the acute emergencies of hemorrhage and perforation; for car- 
cinoma; or to remove this potential hazard in late cases. 

There were 15 operative and late deaths. This represents a 
mortality of 12%—about half the mortality of the disease treated 
conservatively in the precortisone era. The majority of late com- 
plications of operation arose in connection with the ileostomy. 
Eversion suture of the mucosa to the skin is advocated to reduce 
the incidence of stenosis. Revision of the ileostomy was required 
in some cases to enable the patient to use an adherent ileostomy 
bag. A follow-up extending to five years and longer in over a 
third of the survivors indicates that ileostomy should no longer 
be dreaded as an impediment to full, normal life; indeed, it re- 
stores patients with ulcerative colitis to full work, full weight, 
and an enjoyment of ordinary pastimes. In about half the 
patients the diet has to be restricted slightly. Patients regard 
their ileostomies as satisfactory. Resection and anastomosis with 
preservation of the anal sphincter (9 cases) has been less satis- 
factory in this series than excision and permanent ileostomy 
(117 cases). The disease may recur after sphincter-saving re- 
section, and its complications may then arise for the first time. 
This method is not recommended as a routine, and its indica- 
tions are limited; it is precluded for rectal hemorrhage and 
perforatéon. 


Inguinal Hernia in Female Infants and Children. C. T. Kristian- 
sen and W. H. Snyder Jr. West. J. Surg. 64:481-484 (Sept. ) 
1956 [Portland, Ore.]. 


Incarcerations in inguinal hernias are frequent in both male 
and female infants and frequently require emergency surgery. 
Kristiansen and Snyder of the California Children’s Hospital 
made a study of incarcerations in the female infants who had 
received treatment at their hospital from January, 1946, through 
January, 1955. Of a total of 3,142 inguinal hernias, 351 occurred 
in girls. One hundred four of the 2,791 hernias in boys were 
incarcerated or strangulated (3.7%), whereas 51 (15%) of the 
351 inguinal hernias in girls were incarcerated or strangulated. 
One hundred sixty or 45% of the hernias in female infants oc- 
curred in the group aged one year or under, and this age group 
contained all of the incarcerated hernias in female infants and 
children. After the first year of life the incidence of hernias is 
fairly constant for each year, with no incarcerations or strangu- 
lations. Ovary only, ovary and tube, or ovary and small intestine 
were found in the hernial sac of all but 3 of the 51 female infants 
with incarcerated inguinal hernia. The ovary and tube were 
swollen with some discoloration in almost every instance, indi- 
cating that prolonged delay may result in some permanent dam- 
age to the ovary and its follicles. Tissue death was observed in 
only one of the infants and even here the ovary was not removed. 
The authors believe that the surgeon can rely on the recuperative 
powers of the ovary. The organ should not be removed, but 
should be replaced in the abdomen. Infants and children tolerate 
surgical repair of a hernia very well, and since there is a negli- 
gible mortality, surgical treatment should be carried out as soon 
as a hernia is discovered. In view of the fact also that the inci- 
dence of incarceration is highest in the first year of life, the age of 
the infant should be no deterrent to operative intervention. This 
is especially true in female infants, as in this study incarceration 
occurred five times as frequently in the females as in the males. 


Giant Cell Tumor of Tendon Sheath. F. L. Flack. J. Oklahoma 
M. A. 49: 339-340 (Sept. ) 1956 [Oklahoma City]. 


The patient was a 48-year-old woman who had had some pain 
and swelling of her hand for 10 years but who had continued her 
employment as a maid in a hotel until shortly before admission to 
the hospital, when she caught her hand in a clothes wringer. 
This forced her to seek help because of greatly increased pain. 
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There was a tumor mass measuring 20 by 15 cm. involving the 
entire left hand. The fingers seemed to stick out of the mass. There 
were many ulcerations, some of them 3 to 4 cm. in diameter. The 
whole mass was hot, red, tender, and foul smelling. An x-ray 
film of the hand showed erosions of the cortices of the metacar- 
pals and phalanges with dislocations of some of the joints. Two 
days after admission she was given 500 ml. of whole blood, but a 
day later her hematocrit was only 16. She received 500 ml. of 
whole blood daily for the next five days, and on the ninth hos- 
pital day, the patient having received 7 million units of peni- 
cillin over this period, the arm was amputated just above the 
elbow. She was ambulant the next day and was discharged from 
the hospital on the 12th postoperative day with all of the incisions 
well healed. 

The tumor on microscopic examination proved to be a giant- 
cell tumor of the tendon sheath. In some sections there were mul- 
tiple nodules with many foam cells. In others there were nodules 
composed of giant cells. All through this nodular tumor were 
acute and chronic inflammatory cellular elements. The foam cells 
seem to be of special significance, since they are rarely seen in 
malignant tumors thought to arise from periarticular structures 
but are a characteristic feature of the benign lesions arising in the 
same structures. A giant-cell tumor of a tendon sheath reaching 
a size like that of the tumor described is a very rare finding. 


Pathological Fractures: Treatment by Internal Fixation and Ir- 
radiation. M. B. Devas, J. W. Dickson and A. M. Jelliffe. Lancet 
2:484-487 (Sept. 8) 1956 [London, England]. 


The results of internal fixation in a series of 18 pathological 
fractures are described. The operation should be done early, 
since any delay will increase the difficulty of resetting the dis- 
placed fragments. Postoperative swelling is the rule, but pain is 
not severe and can be controlled by analgesics. The method of 
internal fixation will vary with the site of the fracture. In the 
present series, seven malignant and one nonmalignant patho- 
logical fracture of the shaft of the femur have been stabilized 
with a Kiintscher nail. Six fractures due to metastases and one 
due to a nonmalignant lesion of the femoral neck and intertro- 
chanteric region have been stabilized with a Smith-Petersen pin 
or with a nail and plate. Three pathological fractures of the shaft 
of the humerus due to metastasis have been treated by the in- 
sertion of a Rush pin. 

The techniques for the internal fixation of pathological frac- 
tures are identical with those for the internal fixation of non- 
pathological fractures, and the same attention must be paid to 
gentle handling of the tissues, accurate placing of the chosen 
device, and absolute asepsis. An antibiotic cover is advisable if 
there is any doubt as to the complete sterility of the procedure. 
Closed reduction of the fracture is the safest method, but open 
reduction may be needed because of malignant infiltration at the 
fracture site. The results of internal fixation in this small series 
have been satisfactory. All patients experienced considerable 
or complete relief of pain, and some patients with widespread 
mahgnant disease were able to resume an active life. Postoper- 
ative pain was easily controlled, and no patient died as a result of 
the procedure. The authors believe that all pathological frac- 
tures of the long bones should be considered for operation. 
Prophylactic internal fixation is indicated where there is a real 
risk of fracture. 


NEUROLOGY & PSYCHIATRY 


Penicillin Treatment of Asymptomatic Central Nervous System 
Syphilis: I. Probability of Progression to Symptomatic Neuro- 
syphilis. R. D. Hahn, J. C. Cutler, A. C. Curtis and others. 
A. M. A. Arch. Dermat. 74:355-366 (Oct.) 1956 [Chicago]. 


Of a total of 765 patients with asymptomatic syphilis of the 
central nervous system who were treated with penicillin at eight 
different hospitals, 34 (4.4%) were given less than 2,400,000 
units as the total dose of the antibiotic, 163 (21.3%) were given 
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total doses of penicillin varying between 2,400,000 and 4,799,- 
999 units, 258 (33.7%) were given total doses varying from 
4,800,000 to 8,999,999 units, 306 (40%) were given 9 million 
units or more, and in 4 (0.5%) the amount of drug given was 
unknown. Two hundred sixty-four patients had not received 
previous treatment, and whatever previous treatment the other 
501 patients had been given was inadequate to produce a cure. 
The 765 patients were followed up after the penicillin treatment 
for periods ranging up to six or seven years. The maximum 
cumulative probability of clinical progression from asympto- 
matic to symptomatic neurosyphilis was calculated in these 
patients as 0.55% at the first year, 1.69% at the third year, 2.02% 
at the fifth year, and 3.31% at the seventh year after the treat- 
ment for syphilis. Only 12 of 765 treated patients were recorded 
as having shown progression of asymptomatic neurosyphilis at 
the last observation period. Of these patients, only one was un- 
equivocally a treatment failure; this patient responded satisfac- 
torily to retreatment with a larger dose of penicillin. In the other 
patients there was no clear-cut evidence that the so-called pro- 
gression did in fact represent progress of the disease process. 
In this group, progression could not be related to any of the 
factors, such as age, race, sex, previous treatment, and retreat- 
ment status, considered in the analysis, except in a single 
patient in whom lack of cooperation precluded treatment when 
spinal fluid examination clearly indicated a relapse requiring 
retreatment. Progression, with but one exception, consisted of 
what can be considered minor neurological or psychiatric 
changes, and none of the patients was incapacitated by the so- 
called progression. It is probable that what is considered as 
progression represents manifestation at the level of clinical 
recognition of pre-existing subclinical neuraxis damage. The 
authors’ observations suggest that asymptomatic syphilis of the 
central nervous system responds extremely well to treatment 
with penicillin; within the study period of from six to seven 
years it appears that penicillin alone is capable of completely 
curing asymptomatic syphilis of the central nervous system. 


Penicillin Treatment of Asymptomatic Central Nervous System 
Syphilis: II. Results of Therapy as Measured by Laboratory 
Findings. R. D. Hahn, J. C. Cutler, A. C. Curtis and others. 
A. M. A. Arch. Dermat. 74:367-377 (Oct.) 1956 [Chicago]. 


This report deals with the pretreatment and post-treatment 
status in terms of results of blood and spinal fluid examinations 
of the 765 patients with asymptomatic syphilis of the central 
nervous system who were treated with penicillin and were 
evaluated in the preceding paper with regard to the probability 
of progression to symptomatic syphilis. Changes in results of 
laboratory tests after treatment with penicillin were related to 
the test status of the given patient in a given clinic at the time 
of the study treatment with penicillin. Test results were con- 
sidered to be essentially unchanged, less positive, or more posi- 
tive. In this way changes in laboratory findings from the eight 
hospitals in which the patients were treated were analyzed as 
in a single group of patients. The range of cell count in the 
cerebrospinal fluid of from 5 to 10 and total protein of from 
40 to 50 mg. per 100 cc. was to be considered a borderline zone 
and was probably within the limits of normality. After success- 
ful treatment with penicillin, abnormal cell counts disappeared 
almost completely within four years; totai protein values 
changed more slowly and did not show the same degree of 
reversion to what were considered normal limits within that 
period. 

As measured by the fall in cell count, which is the most 
sensitive index, no clear-cut relationship between success or 
failure of treatment and size of penicillin dosage could be dem- 
onstrated. At most, from cell count studies, it would seem that 
9% of the patients might be expected to show a need for re- 
treatment at the end of one year’s observation, without regard 
to the original penicillin dose used. This probably represents a 
composite group of patients who are failures and patients slow 
to respond. 
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It appears that persistently abnormal spinal fluid total protein 
levels are not, in themselves, indicative of poor prognosis. 
Significant differences in total protein response were observed 
in relation to sex and race. The total protein outcome was less 
favorable in white persons than in Negroes and in men than in 
women. Spinal fluid tests for syphilis showed a gradual decrease 
in positivity with the passage of time after treatment; this was 
more pronounced in the group receiving only a single course of 
penicillin. Improvement in the spinal fluid test for syphilis was 
more rapid in the younger patients, in those with disease of 
shorter duration, and in those with abnormal cell count. A 
minimum of 28% of the patients with asymptomatic neuro- 
syphilis had a blood serologic titer of 2 units or less. Thus, a weak 
serologic reaction cannot be considered as indicating absence of 
spinal fluid involvement. After penicillin treatment of asympto- 
matic syphilis of the central nervous system there was a grad- 
ual trend toward seroreversal, with some patients having more 
strongly postive results from the serologic test or having positive 
results after previous negativity. There seemed to be no relation- 
ship between serologic negativity and degree of spinal fluid 
positivity at the onset of the study treatment with penicillin. 
Changes in the blood serologic test for syphilis after penicillin 
treatment did not reflect, with any degree of accuracy, changes 
in the spinal fluid test for syphilis. 

Asymptomatic syphilis of the central nervous system re- 
sponded extremely well to treatment with penicillin. Retreat- 
ment on the basis of persistent positive laboratory findings alone 
is not recommended unless the cell count increases significantly 
after treatment, remains unchanged at an elevated level for six 
months after treatment, or increases significantly after approach- 
ing normalcy or near-normalcy after treatment. 


GYNECOLOGY & OBSTETRICS 


Variables in the Diagnosis and Management of Vulvar Carci- 
noma as Observed by the Philadelphia Committee for the Study 
of Pelvic Cancer. G. A. Hahn. Am. J. Obst. & Gynec. 72: 
756-770 (Oct.) 1956 [St. Louis]. 


The 131 women with vulvar carcinoma reviewed were 
treated in 20 different Philadelphia hospitals. The patients were 
almost equally divided between parous and nulliparous women. 
Ninety-nine of the women had ceased having menstrual periods, 
the menopause having been artificial in 11 of them. The most 
common symptoms causing the patient to seek medical advice 
were, in the order of their frequency, pruritus, a lump, bleeding, 
dysuria, pain, ulcer, and discharge. Diabetes mellitus existed 
in eight of the patients, and six had primary carcinoma else- 
where: two in the breast, one in the buttock, and three in the 
genital organs (endometrium, ovary, and cervix). The breast 
and cervical cancers had been diagnosed before, and the car- 
cinomas of the buttock, ovary, and endometrium were dis- 
covered at the time the vulvar lesion was being studied. 

Delay on the part of the patient alone was a contributing 
factor in the failure to obtain adequate treatment in 45 in- 
stances. In 42 additional patients, physicians or institutions or 
both had caused further delay, that is, “patient delay” was a 
factor in 87 (66.41%) of the women. The average delay in seek- 
ing a physician’s advice was 2.35 years and the longest delay 
was 12 years. Hope that the difficulties would disappear with 
time, fear of cancer or that some surgical procedure might be 
necessary, being too busy, absence of pain, or being too old for 
any type of surgery were reasons given for not consulting a 
physician. Only once was finances given as the reason for not 
asking for a physician’s help. 

There were 24 women (18.31%) in whom physicians were 
considered to be wholly to blame for delaying the diagnosis of 
vulvar malignancy. Three times an institution was considered 
to be at fault, and in five cases an institution was considered to 
have contributed to delay. More than one physician was respon- 
sible for delay in 12 instances. One patient had visited five 
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physicians before an adequate diagnosis was made. One patient 
had been hospitalized in two different institutions for orthopedic 
treatment and had also been under the care of a private phy- 
sician. The final step in her diagnosis was made by a registered 
nurse who noted the vulvar growth during her care of the hos- 
pitalized patient. In most cases failure to examine the patient 
was the cause for the delay in making a proper diagnosis. Im- 
proper diagnosis was the next most common cause of physician 
delay. Sixteen different types of treatment, or treatment com- 
binations, were employed in the 127 patients who were treated. 
Radical vulvectomy with node dissection was most frequently 
used, then radical vulvectomy alone, and finally x-ray therapy. 
Fifty-seven patients observed five or more years had a survival 
rate of 47.37%. The patients who had been treated by radical 
vulvectomy and bilateral groin dissection had a five-year sur- 
vival rate of 78.94%. The author believes that the most im- 
portant factor bringing about a favorable five-year survival 
rate is the type of therapy rather than the delay involved. 


Value and Risk of Pertubal Insufflation. P. Lange. Acta Obst. 
et gynec. scandinav. 35: 354-365 (No. 3) 1956 (In English) 
[Stockholm, Sweden]. 


Two hundred ninety-one women were subjected to 342 kymo- 
graphic uterotubal insufflations at the fertility department of the 
Municipal Hospital of Copenhagen, Denmark, between Jan. 31, 
1951, and Dec. 31, 1952. Uterotubal insufflation revealed tubal 
nonpatency in 110 of the 291 patients. Hysterosalpingography 
was performed after several weeks or months in 83 of the 110 
patients. Tubal nonpatency was confirmed by hysterosalping- 
ography in 46 of the 83 patients. Hysterosalpingography showed 
a normal tubal picture in 23 patients, i.e., there was definite 
disagreement between the results of tubal insufflation and 
hysterosalpingography. Hysterosalpingography showed definite 
abnormal changes in the remaining 14 patients, but there was 
evidence of peritoneal spill suggesting a certain degree of 
patency. “Relative” disagreement between the results of tubal 
insufflation and hysterosalpingography was suggested in these 
patients. Thus complete agreement between the results of the 
two methods was found in 55.4% of the patients, definite dis- 
agreement in 27.7%, and relative disagreement in 16.9%. 

Tubal patency was revealed by the first or subsequent entero- 
tubal insufflation in 181 patients. One hundred eleven of these 
patients presented a normal kymographic curve; hysterosalping- 
ography was performed in 38 of these 111 patients, and the re- 
sults were normal in 30. The remaining 70 patients had an 
abnormal kymographic curve; hysterosalpingography was per- 
formed in 33 of these and revealed unquestionable nonpatency 
in 6 and various forms of anatomic abnormality in 27. The in- 
cidence of complications of uterotubal insufflation was sur- 
prisingly high with definite pelvic inflammations occurring in 11 
patients, i.e., in 3% of the 342 insufflations. No death resulted 
from uterotubal insufflation, and only two of the 11 patients 
required admission to hospital, the other 9 being treated as out- 
patients. None of them required surgical treatment. 

The therapeutic effect of uterotubal insufflation was small in 
that 22 of the 291 patients conceived and only 4 of these ful- 
filled all the criteria relating the conception to the uterotubal 
insufflation. The author’s observations suggest that a normal 
kymographic tracing gives considerable certainty of tubal 
patency. Yet in about 5% of the patients with a normal kymo- 
graphic curve hysterosalpingography revealed nonpatency. 
When nonpatency is ascertained by uterotubal insufflation, the 
examination should be repeated or hysterosalpingography per- 
formed. 


A Consideration of the Problems of Radiosensitivity in Cancer 
of the Cervix. S. B. Gusberg. Am. J. Obst. & Gynec. 72: 804-819 
(Oct.) 1956 [St. Louis]. 


Gusberg outlines the three principal methods for radiosen- 
sitivity testing of cervical cancer that have been used in recent 
years to supplement clinical analysis: histological and cytochem- 


| 

| 

r 


Vol. 162, No. 14 


ical methods have been used to measure the tumor response, 
and cytological methods have been used to measure the host 
response. The histological changes have been codified by 
Glucksmann, who claims that tumors of high differentiation are 
more radiocurable than those that are anaplastic. Radiosensi- 
tivity and radiocurability may not be identical concepts. The 
second type of investigation is cytological and concerned with 
host response. The thesis was developed that the radiation re- 
sponse of normal vaginal cells was more important than the 
response of tumor cells. Recent work is concerned with material 
obtained before treatment and with sensitization response. It is 
believed that, if a patient with a cervical cancer has in her 
vaginal smear 10% or more of benign vaginal cells with a certain 
quality, she will respond favorably to radiation, whereas if she 
has less than 10% she will respond poorly to radiation but will 
have an excellent result if treated surgically. Sensitization re- 
sponse supposedly measures an immune response by the host. 
The third type of radiosensitivity investigation is that current 
in the author’s own laboratory. It rests on the thesis that cancer 
cells dying under radiation will have an alteration in their 
nucleic acid pattern. Cytochemists have demonstrated that there 
are two general types of tumor cells, so-called A cells, which 
are viable and aggressive and have a heavy chromatin pattern 
(an important site of desoxyribonucleic acid [DNA]) and rela- 
tively obscure nucleoli; and B cells, which are relatively in- 
active, devitalized, perhaps prenecrotic tumor cells whose 
chromatin pattern is becoming more obscure and therefore 
have a relatively lowered nuclear content of DNA but whose 
nucleoli are very prominent, and thus have a relatively higher 
ribonucleic acid (RNA) configuration in their nuclei. Studies 
were begun on the basis of the thesis that the growing edge of 
a cervical cancer prior to radiation should be rich in A cells, 
and that this zone might show a conversion to a predominance 
of B cells under radiation if it were responding properly by 
healing. Four quadrant biopsies were obtained from the grow- 
ing active zone of the tumor before, and at weekly intervals 
during, radiation. It was found that healing of cervical cancer 
in the human can be predicted with some uniformity from the 
observation of nuclear changes occurring within three weeks 
after the beginning of radiation in the growing, vital zone of 
the tumor. The observed changes include: (1) enlargement of 
the cell and its nucleus; (2) a relative diminution in DNA 
evidenced by a sort of dilution of the chromatin masses; and 
(3) a relative increase in DNA as evidenced by an increase in 
nucleolar size and number. It has been possible to predict tumor 
healing if there is a shift away from a predominance of an A 
cell, or active phase, in the growing zone, toward a B cell, or 
regressive phase. This change implies an alteration in the DNA/ 
RNA ratio with a relative shift toward RNA predominance. The 
methods as yet are not precise, and these changes are relative: 
the RNA seems to increase at about the same rate as does the 
general cell and nuclear volume; the DNA, on the other hand, 
probably changes very little and therefore shows a relative 
decrease in concentration. This suggests a specific effect of 
irradiation on the synthesis of DNA. The author hopes that 
studies of nucleoprotein patterns will make it possible to predict 
tumor-cell death in a uniform fashion before conventional 
histological or clinical methods can detect it. Such cytochemical 
prognostication could indicate continuation of radiation for 
those with good response, supplementary lymph node dissection 
for those with fair response, and discontinuation of radiation in 
favor of radical hysterectomy for those with poor response. 


Subarachnoid Hemorrhage and Pregnancy. D. E. Cannell and 
E. H. Botterell. Am. J. Obst. & Gynec. 72: 844-855 (Oct.) 
1956 [St. Louis]. 


The authors report 16 women in whom subarachnoid hemor- 
rhage occurred during pregnancy and who were admitted to the 
obstetric and neurosurgical services of the Toronto General Hos- 
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pital from Jan. 1, 1950, to Dec. 31, 1955. In four patients sub- 
arachnoid hemorrhage occurred with other complications of 
pregnancy; three of them died. Of the two patients with pre- 
eclampsia, one died after cesarean section and the other re- 
covered. The third patient died as a result of thrombosis of the 
superior sagittal sinus 32 days after an apparently normal preg- 
nancy and delivery. The fourth patient died of subarachnoid 
hemorrhage from a mycotic aneurysm of the basilar artery fol- 
lowing subacute bacterial endocarditis and septicemia after a 
septic abortion. The remaining 12 patients experienced sub- 
arachnoid hemorrhage in otherwise normal pregnancies. Twenty 
episodes or recurrences of subarachnoid hemorrhage occurred 
in these 12 patients. Thirteen were primary, and 7 were recur- 
rences shortly after the initial hemorrhage. One patient had 
subarachnoid hemorrhage in two different pregnancies. Of 13 
major primary subarachnoid hemorrhages, seven occurred in the 
first 20 weeks of pregnancy, four in the latter 20 weeks, and two 
in the puerperium. None occurred during labor, though the 
effects of labor as a precipitating factor cannot be discounted 
in the two that occurred early in the postpartum period. Six of 
the subarachnoid hemorrhages arose from intracranial aneu- 
rysms, three from arteriovenous malformations, and in three the 
source of bleeding was undetermined. Subsequent angiograms 
or autopsies show that aneurysms are the cause of a significant 
number of the subarachnoid hemorrhages said to be of “un- 
determined origin.” 

Regarding the diagnosis the authors say that severe headache, 
often occipital in distribution, nuchal rigidity, nausea and 
vomiting, loss of consciousness, hemiplegia, and involvement of 
cranial nerves occurred in this order of frequency. Auscultation 
of the skull, and particularly the eyeballs, may demonstrate a 
bruit, diagnostic of arteriovenous malformation. The clinical 
diagnosis was confirmed by the withdrawal of grossly bloody 
spinal fluid under pressure. Clinical neurological examination, 
alone, frequently fails to localize the site of the bleeding. Cere- 
bral angiography is an indispensable step in the diagnosis. 
Prompt surgical treatment is indicated in pregnant patients in 
whom subarachnoid hemorrhage occurs as the result of a rup- 
tured berry aneurysm or arteriovenous malformation. The ob- 
stetric management of such patients should be based upon 
sound obstetric principles, cesarean section being employed on 
indication rather than election. 


ACTH and Hyperemesis Gravidarum. E. Ferrario. Minerva 
ginec. 8: 586-590 (July 31) 1956 (In Italian) [Turin, Italy]. 


The author studied the effect of corticotropin on the urinary 
excretion of corticoids and 17-ketosteroids in normal pregnant 
women and pregnant women with hyperemesis. Four patients 
affected with severe forms of hyperemesis were given corti- 
cotropin. Previous treatments had had no effect on these 
patients. The results obtained with corticotropin were very 
good. They seem to prove that adrenal hypofunction of adren- 
ocortical and hypophysial origin is involved in the hyperemesis 
gravidarum syndrome. The dosage and administration of the 
hormone cannot be standardized. In general, when the admin- 
istration of ACTH is stopped the symptoms reappear and re- 
administration of ACTH is required. The authors had no 
side-effects with the product that they used. If the dosage is 
not high, the danger to the fetus is limited. Undesirable effects 
of the drug are dependent on the species of the animal, the 
dosage, and the stage of pregnancy in which corticotropin 
treatment is started. A very low dosage does not involve any 
risk. ACTH does not seem to pass the placental barrier. The 
possible damage to the adrenal glands of the fetus seems to be 
caused by the transplacental passage of excessive corticoids 
produced by the mother. Hyperemesis gravidarum runs its 
course in three well-differentiated stages: a psychogenic stage, 
an intermediate stage, and a stage characterized by a true 
gravidic toxicosis brought about by changes in metabolism 
caused by liver damage. ACTH would be of no help in the 
third stage. 
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PEDIATRICS 


Electrolyte Considerations in Exchange Transfusions for Ery- 
throblastosis Fetalis. R. P. Bolande, H. S. Traisman and H. F. 
Philipsborn Jr. J. Pediat. 49:401-406 (Oct.) 1956 [St. Louis]. 


The serum electrolytes were studied in 23 erythroblastotic 
infants before and after 26 exchange transfusions. Refrigerated 
blood used to replace the circulating blood of erythroblastotic 
infants is in many instances hyperkalemic and commonly hypo- 
calcemic (citration effect). Under such circumstances striking 
alterations in the serum electrolytes of the transfused infants 
must be anticipated. Particular attention was paid to potassium. 
Many of the infants received donor blood that was markedly 
hyperkalemic. The majority of infants tolerated an abnormal 
load of infused potassium without ontoward physiological ef- 
fects or significant change in their serum potassium concentra- 
tions. In some instances, rapid infusion of hyperkalemic donor 
blood appeared to be related to cardiac arrest, death, or both. 
Critical values could not be definitely established from the 
limited data at hand. Since it is known that the potassium con- 
centration of donor blood is progressively increased during cold 
storage, the safest procedures would be to use fresh, warm 
donor blood at a tolerable rate. 


Treatment of Erythroblastosis Fetalis with Special Reference to 
Sensitization to Rh-Hr Factors Other than Rh,. A. S. Wiener, 
I. B. Wexler and G. J. Brancato. J. Pediat. 49:381-393 (Oct.) 
1956 [St. Louis]. 


A number of modifications in the exchange transfusion tech- 
nique have been introduced by Wiener and associates. To date, 
166 babies with erythroblastosis fetalis caused by Rh, sensitiza- 
tion have been treated by their latest modification of exchange 
transfusion by the radial artery-saphenous vein technique. In 
this latest modification, partially concentrated blood ( hematocrit 
0.5), preferably not more than three days old, is used. This is 
prepared by removing part of the citrated plasma after sedi- 
mentation has occurred. Depending on the severity of the dis- 
ease and the size of the baby, from 450 to 900 ml. of such 
concentrated blood is used for the transfusion. In severe cases 
the exchange transfusion is repeated, but in no instance are 
more than two exchange transfusions deemed necessary. Among 
the 166 babies treated this way, only five died or had neuro- 
logical sequelae, a crude mortality rate of only 3 + 0.9%. On the 
other hand, among babies treated by earlier modifications, by 
only simple transfusion, or receiving no treatment at all, the 
mortality rate ranged from 17 to 21%. The difference in results 
is even more striking when the severity of the disease is taken 
into account. Thus, among severely affected babies who re- 
ceived no treatment the mortality rate was 65.5 + 10.6%; among 
those receiving simple transfusion therapy the mortality rate 
was 42.1 + 7.8%; among those treated by previous methods of 
exchange transfusion the mortality rate was 19.8 + 2.6%; while 
among those treated by the latest modification of exchange 
transfusion, the mortality rate was only 3.8 + 1%. 

Erythroblastosis fetalis caused by sensitization to Rh-Hr fac- 
tors other than Rh. poses an important problem, since the 
routine antenatal screening test for Rh. sensitization does not 
take them into account. Such cases are rare, but they are just 
as serious as instances of Rh. sensitization. Thus, among nine 
cases of erythroblastosis fetalis caused by hr’ sensitization, one 
baby died before treatment could be instituted. Of the remain- 
der, four were treated by exchange transfusion and recovered, 
while among the four treated by simple transfusion one died 
and one of the three who survived had severe neurological 
sequelae. A simple screening test for Rh. antibodies consists 
in testing the patient’s serum against ficin-treated cells of types 
RhiRh,, Rhe, and rh respectively. This test should be carried 
out on all women in labor admitted to the obstetric service and 
on patients admitted to the surgical or other services who 
might require blood transfusion. Case histories are presented 
that illustrate the value of this screening test. In patients with 
hr’ sensitization the antibodies, even when present in high titer, 
may react only in tests against enzyme-treated cells and may 
fail to react in the conglutination and antiglobulin tests. This 
accounts for puzzling, severe cases of erythroblastosis fetalis in 
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which the direct antiglobulin test for coating of the baby’s red 
blood cells by Rh-Hr antibodies is negative. Certain antibodies, 
such as anti-F and anti-J, are not detected by the enzyme test, 
so that the screening test against ficin-treated cells should sup- 
plement and not replace the other tests for isosensitization. 


Causes of Mongolism. J. @ster. Dan. med. bull. 3:158-164 
(Aug.) 1956 (In English) [Copenhagen, Denmark]. 


An average incidence of mongolism of 1 mongol to approxi- 
mately every 600 live births, or 0.17%, is reported. In @ster’s 
studies of the cases from the lying-in departments of the Rigs- 
hospital from 1923 to 1948, as well as in previously published 
etiological studies in the literature, the only constant finding 
has been the older age of the mothers of mongols. No evidence 
has been found to support the view that mongolism might be 
hereditary. There is no indication for eugenic precautions in 
the case of women who Lave had one mongol child, for the 
risk of their having another mongol child is not significantly 
greater than that risk for other women of the same age group. 
It seems clear that various exogenous maternal factors play a 
part in the occurrence of mongolism, primarily the more ad- 
vanced age of the mothers and the depressed reproductive fac- 
ulty in these women. There is room for intensive continued re- 
search on the etiology of mongolism. 


Toxoplasmosis as Cause of Mongolism. H. O. Kleine. Ztschr. 
Geburtsh. u. Gynik. 147:13-27 (No. 1) 1956 (In German) 
[Stuttgart, Germany]. 


Kleine demonstrates on the basis of three cases that mongolism 
is a special form of connatal toxoplasmosis or at least that it 
can be caused by toxoplasmosis, because he has observed other 
cases of mongolism in which the mother had a virus infection 
during the first three months of pregnancy or cases in which 
rhesus factor incompatibility played a part. He emphasizes the 
role of toxoplasmosis and regards it as the most frequent cause. 
He mentions the following factors as evidence that a toxoplasmo- 
genic embryopathy played a part in the three cases reviewed: 
1. The mothers gave strongly positive Sabin-Feldman tests and 
had roentgenologically demonstrable foci of cerebral calcifica- 
tion as well as pigmentations in the eyegrounds. 2. The infants 
had nystagmus, strabismus, and encephalitis, and one of the 
mongoloids had an auricular attachment as an accompanying 
malformation. The fact that “accompanying defects” are the same 
in toxoplasmosis and mongolism is further evidence of a causal 
relation between these two diseases, and such defects aid in 
establishing the period in intrauterine development during 
which toxoplasmosis produces the characteristics of mongolism. 
The damage to the embryo during the “organogenetic” period 
and the concepts of “embryopathy” versus “fetopathy” are 
discussed. The first three months of gestation are the period of 
organogenesis, and it is important that the head and _ brain 
develop ahead of the other organs. Intrauterine damage is the 
more severe, the earlier it develops during the period o° gesta- 
tion. The simultaneous appearance of apparently unconnected 
defects, tor instance the simultaneous occurrence of feeble- 
mindedness and syndactylism or the combination of a defect in 
the cardiac septum and the absence of the middle phalanx of 
the fifth finger in mongolism can be explained by damage to 
centers of organization during the early embryonal period. Ac- 
cording to the author’s theory, mongolism is an exogenic dis- 
turbance in development elicited by a diaplacental infection with 
toxoplasmosis of an embryo still in the phase of organogenesis, 
that is, during the first three months of gestation. 

The fact that the origin is exogenic and not hereditary is 
highly important, because it makes prophylaxis possible. Ex- 
pectant mothers or those likely to conceive should avoid contact 
with foods or articles that have been contaminated by mice or 
rats. They should avoid all contact with dogs, cats, rabbits, 
chickens, ducks, pigeons, sheep, and cows, because these an- 
imals are the chief hosts of Toxoplasma. In these animals toxo- 
plasma usually produces intestinal ulcerations, but it may also 
cause bronchopneumonia and meningitis. This form of prophy- 
laxis is the more important because the therapeutic outlook for 
mongolism is hopeless. 
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Malignant Diphtheria. M. Rizzardini and O. Undurraga. Rev. 
chilena pediat. 27:242-236 (June) 1956 (In Spanish) [Santiago, 
Chile]. 


Nineteen children of either sex with malignant diphtheria 
were observed in a pediatric hospital department for infectious 
diseases between the years 1946 and 1954. Most of the patients 
were between the ages of 6 and 12 years. They were hospitalized 
on the second or third day of the disease. They were acutely ill, 
with symptoms of acute toxemia, extensive necrotic or hemor- 
rhagic pseudomembranes, purpura, great tumefaction of the 
neck, and renal and cardiovascular complications. The treatment 
consisted of the administration of diphtheria antitoxin, in an 
average total dose of 80,000 units, and of antibiotics. None of 
the patients survived. Autopsy was performed on 17. The diag- 
nosis of diphtheria was confirmed. In 50% of the cases the 
membranes invaded the buccopharyngeal cavity, the larynx, the 
trachea, and, in some cases, the branches of the bronchi. The 
heart and kidneys were the structures most constantly damaged. 
Malignant diphtheria can be differentiated from the acute forms 
of diphtheria. The acute toxemia causes the patient to be greatly 
excited at certain moments and stuporous at others. The disease, 
which does not respond to any treatment, such as early admin- 
istration of large or repeated doses of diphtheria antitoxin, alone 
or with antibiotics, follows a rapid course, with a mortality of 
100%. 


A Clinical and Biochemical Study of Galactosaemia: A Possible 
Explanation of the Nature of the Biochemical Lesion. G. M. 
Komrower, V. Schwarz, A. Holzel and L. Goldberg. Arch. Dis. 
Childhood 31:254-264 ( Aug.) 1956 [London, England]. 


The authors report two new cases of galactosemia in children 
born in 1951 and 1953 respectively. The results of clinical and 
biochemical investigations and the effect of milk or galactose 
feeding for 8-or-10-day periods are described, with particular 
reference to blood glucose and galactose levels, galactose excre- 
tion, renal function, and blood and plasma phosphorus levels. 
Reference is made to the work carried out on certain aspects of 
erythrocyte metabolism in this disease. The causation of the signs 
and symptoms of the disease is discussed in the light of the find- 
ings reported in this communication. The hypothesis is put 
forward that the varied manifestations of galactosemia may be 
attributed to localized accumulation of galactose-1-phosphate 
within the tissues and that the extent to which such accumulation 
occurs—and consequently the resulting lesion or impairment of 
function—is determined by the ratio of local concentration of 
enzymes concerned with the early stage of galactose metabolism. 
More than 40 cases of galactosemia have been described in the 
literature. Galactose has always been implicated as the toxic 
agent, and the development of hepatomegaly, jaundice, cataract, 
mental retardation, proteinuria, and, more recently, aminoaci- 
duria, have been attributed to the damaging effect of this sugar 
on each of the organs concerned. 


Free Diets in the Treatment of Diabetic Children. C. C. Forsyth 
and W. W. Payne. Arch. Dis. Childhood 31:245-253 ( Aug.) 
1956 [London, England]. 


The clinic for diabetic children at the Hospital for Sick Chil- 
dren, Great Ormond Street, London, was started in 1926. Initially, 
strictly weighed diets were used with a carbohydrate content of 
up to 100 gm. daily. It soon became apparent, however, that 
many of the children were hungry and that they were not grow- 
ing well. The food intakes were gradually increased until normal 
in quantity, and in 1936 free diets were tried for the first time. 
Concentrated carbohydrates, such as table sugar, jam, chocolate, 
and sweets, are restricted, but unlimited quantities of plain fare 
are provided. Cooperation is excellent with regard to the regu- 
larity of meals, because the importance of avoiding insulin re- 
actions is soon appreciated, and when the diets are analyzed they 
are remarkably similar from day to day. Although the diet em- 
ployed is not truly free, there is a real difference between such a 
simple diet and a strictly weighed diet. 
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This paper deals only with patients regularly attending the 
clinic and those who came for examination in response to a letter 
and were still on a free diet. The duration of diabetes exceeded 
15 years in 41 of the 100 patients, and the others had been 
diabetic for between one and 15 years. Their ages ranged from 
3 to 41 years, and the longest period on a free diet was 18 years. 
The patients were interviewed and examined, particularly for 
evidence of retinal degeneration and neurological, renal, or vas- 
cular disturbances. Except for short periods of loss of balance 
due usually to intercurrent infections, all patients remained en- 
tirely free from thirst, polyuria, or ketosis. Insulin reactions have 
been mild and hypoglycemic coma has been very rare. Growth 
has been satisfactory. The incidence and severity of retinitis in- 
creased with the duration of diabetes. A rise in the incidence of 
retinitis was noted only in patients failing to satisfy the standard 
of control for more than half of their period of diabetes. Because 
the over-all results of treatment have been as good as those ob- 
tained by clinics employing weighed diets and because of the 
psychological advantages and the better cooperation achieved, 
the authors believe that the use of a liberal diet will permit the 
best control in the greatest number of children. 


Gastrointestinal Allergy to Cow’s Milk in the Neonatal Period. 
R. B. Tudor. Journal-Lancet 76: 245-246 (Sept.) 1956 [Min- 
neapolis]. 


Manifestations of gastrointestinal allergy in children are most 
commonly due to cow’s milk. The first allergic symptoms usually 
occur from birth to 4 months of age. At this time, the intestine 
may be sensitive when the skin is not. Skin testing is usually 
inconclusive. The most common symptoms of gastrointestinal 
allergy due to cow’s milk are colic, vomiting, diarrhea, nasal 
stuffiness, cough, wheezing, and shock. Unless the child is sensi- 
tive to the lactalbumin of cow’s milk, goat’s milk is not a suc- 
cessful substitute because the casein in cow’s milk and goat's 
milk is identical. Soy bean milk, a weak sensitizing protein, is 
usually the best milk substitute. The author presents histories 
of seven infants with symptoms of gastrointestinal allergy due 
to cow’s milk. Most of them improved when soy bean milk was 
substituted for cow’s milk. One required a meat base formula, 
and another had no further difficulty when goat’s milk was sub- 
stituted for cow’s milk. 


Idiopathic Hypercalcaemia. W. Kidney. J. Irish M. A. 39:64-67 
(Sept. ) 1956 [Dublin, Ireland]. 


Idiopathic hypercalcemia occurs in infancy and early child- 
hood and is associated with an increase in serum calcium and 
blood urea levels. The chief symptoms are inadequate food in- 
take and vomiting, which result in failure to thrive, wasting, con- 
stipation, hypotonia, and lethargy. The child is usually small, 
undernourished, pale or pink, flabby, and quiet or dull. The age 
is usually over 4 months and under 2 years at the time of onset. 
The child may be mistaken for a cretin. The facial character- 
istics are marked epicanthic folds, overhanging upper lip, wide 
mouth, large lower lip, low-set ears (“elfin” look), and some- 
times squint. Depositions of calcium may occur, particularly in 
the kidneys, giving rise to persistent infection. Idiopathic hyper- 
calcemia must be differentiated from such conditions as pyelitis, 
renal rickets, pink disease, Albers-Schénberg disease (osteo- 
petrosis), renal acidosis, and Fanconi’s nondiabetic glycosuria. 

The author describes observations on 13 children with idio- 
pathic hypercalcemia. Children with the mild form may recover 
in a few months or years, but in those with the severe form 
physical and mental retardation, stunting, and deposition of 
calcium in the lungs, muscles, and kidneys may finally lead to 
death. There is no specific treatment, but elimination of vitamin 
D may be tried, because the child may have received excessive 
doses or may be hypersensitive to normal doses. Reduction of 
calcium intake by the elimination of cow’s milk, which contains 
four times as much calcium as does human milk, may be desir- 
able. Cortisone or one of its modifications usually produces great 
improvement, but it is too early to decide whether it will prevent 
the mental retardation so often found in the chronic form of 
idiopathic hypercalcemia. 
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UROLOGY 


The Resemblance of Hypertrophy of the Prostate to Congenital 
Polycystic Disease: Reconstruction of Cystic Lesions of Hyper- 
trophied Prostate in Three Cases. R. F. Norris, V. E. Martens 
and R. W. O'Gara. J. Urol. 76:276-286 (Sept.) 1956 [Balti- 


more]. 


The similarity of the lesions of hypertrophy of the prostate 
and of polycystic disease of the newborn is described, and the 
lesions in the prostate are illustrated by means of reconstructions 
from serial sections in three patients. The first prostate was 
selected for study because it was considered typical of a man 
in early middle age. The areas of glandular enlargement were 
localized and not extensive. In the serial sections studied, none 
of the enlarged glands were seen to be isolated as cysts. The 
second prostate was selected because it showed a preponderance 
of glandular hyperplasia and the third because of a preponder- 
ance of fibromuscular hyperplasia. Neither gland was unduly 
enlarged. Greatly hypertrophied prostates were not chosen for 
study because it was feared that the first changes in structure 
might be obscured in advanced stages of the disease. As regards 
polycystic disease of the newborn, evidence has previously been 
presented by the senior author (R. F. Norris) and his collab- 
orators to show that the embryologic development and differ- 
entiation of polycystic organs progresses while the cystic lesions 
are being formed. As a consequence of the epithelial cystic pro- 
liferation, the ducts or epithelial tubules eventually are pinched 
off as isolated segments or as dilated cysts. This sequence of 
changes resembles the phenomenon of normal resorption of the 
provisional organ, the mesonephros. In the latter instance, seg- 
mentation of tubules and isolation of glomeruli as cysts normally 
precede the resorption of these elements as the mesonephros 
degenerates. Since the first generations of tubules in the meta- 
nephros are also thought to be normally provisional, the authors 
suggest that segmentation and cystic dilatation of the tubules 
in polycystic disease of the kidney and of other organs repre- 
sent an extension of this normal process of resorption to a path- 
ological degree. The epithelial lesions of the hypertrophied pros- 
tate characterized by cystic dilatation of ducts and acini and by 
the isolation of blindly-ending cystic complexes resemble the 
lesions of congenital polycystic disease. 

The objection may be raised that polycystic disease of the 
newborn differs from hypertrophy of the prostate in the short 
time required for its development. This difference may be more 
apparent than real if the rapidity of all embryologic develop- 
ment is taken into consideration. So far as the authors know, 
neither polycystic disease nor hypertrophy of the prostate has 
been reproduced experimentally in animals. The cause of each 
disease, therefore, is obscure. Whether there are etiological fac- 
tors in common is still unknown, but in the case of hypertrophy 
of the prostate, the belief persists that imbalance of endocrine 
secretions is the cause of the disease. Endocrine disturbances 
during pregnancy, however, have not been extensively investi- 
gated as a cause of polycystic disease. The conclusion seems 
warranted that the similarity of the lesions of hypertrophy of 
the prostate to those of congenital polycyst’c disease is important 
not only because lesions of embryologic development can be 
mimicked in the organs of adults, but also because the two 
diseases may have etiological factors in common. 


Congenital Renal Aplasia with Calcified Cystic Degeneration: 
Report of Two Cases and Review of the Literature. B. S, Abe- 
house. J. Internat. Coll. Surgeons 26:283-296 (Sept.) 1956 
[Chicago]. 


The author has collected 16 cases of extensive calcification of 
cysts in congenitally aplastic kidneys. He describes two addi- 
tional cases of this unilateral condition in a 40-year-old woman 
and a 78-year-old man. Analysis of the literature on congenital 
renal aplasia with and without cystic degeneration and of the 
observations made in the two patients with congenital aplastic 
kidneys containing calcified cysts warrants the following conclu- 
sions: 1. There is a definite need for an exact definition of the 
three important congenital anomalies of renal structure, i. e., 
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agenesis, hypoplasia, and aplasia, to enable the urologist and 
pathologist to diagnose and classify the cases properly. 2. The 
distinguishing clinical and pathological features of renal agene- 
sis, hypoplasia, and aplasia permit an accurate differential diag- 
nosis, which may be made with the aid of cystoscopic studies, 
excretion tests with indigo carmine and phenolsulphonphthal- 
ein, and roentgenographic studies, particularly excretory urog- 
raphy and retrograde pyelography. 

Renal aplasia is characterized by a total lack of definite renal 
anatomic form and physiological function in infants and chil- 
dren. In adolescents and adults the aplastic kidney may exhibit 
marked cystic degeneration, apparently the result of arrested 
development in the metanephric stage. In one patient total ex- 
cision of the retroperitoneal mass was carried out. Microscopic 
sections through the cyst wall showed groups of vestigial tubu- 
lar structures lined in part by pseudostratified tall cuboidal epi- 
thelium. There were also scattered small cysts. The cysts were 
encased in a dense collagenous fibrous tissue. There were foci 
of calcium deposition as well as of osseous tissue formation. 
Renal aplasia associated with cystic degeneration has also been 
described as multicystic or congenital cystic hypoplasia and not 
infrequently confused with unilateral polycystic kidney and mul- 
tiple serous cysts of the kidney. The pathogenic and patho- 
logical aspects of calcification, ossification, and cartilage in the 
walls of the cystic type of aplastic kidney are discussed. 


Local Hydrocortisone for Hunner’s Ulcer of the Bladder. J. H. 
Johnston. Brit. M. J. 2:698-699 (Sept. 22) 1956 [London, 
England]. 


The patients treated were women aged 63, 68, and 73 years 
in whom interstitial cystitis with ulceration (Hunner’s ulcer ) 
had existed for from two to six years. Treatment by bladder dis- 
tension with the patient under anesthesia, zinc ionization, and 
vesical irrigation had formerly been carried out on many occa- 
sions. In January, 1956, each was treated by cystoscopic injec- 
tion of hydrocortisone into the bladder. All have shown marked 
symptomatic improvement beginning a few days after the injec- 
tion. The total duration of the remission produced by this ther- 
apy is not known, but it is to be expected that, when symptoms 
recur, further infiltration of the bladder musculature will again 
be effective. The author learned that Schulte and Reynolds ob- 
tained satisfactory results with a similar technique using hydro- 
cortisone and hyaluronidase. 


OPHTHALMOLOGY 


Report on 104 Cases of Glaucoma Operated upon by Galvano- 
Cautery Puncture. R. Colley. Brit. J. Ophthal. 40:436-438 
(July) 1956 [London, England]. 


Colley performed the first galvanocautery puncture on July 
27, 1950, and since that date all patients with glaucoma of 
whatever type admitted to his care at the Bath Eye Infirmary 
for operation have been treated by this procedure. In all, 121 
galvanocautery punctures were performed on 104 eyes—100 
by the author himself and 21 by an assistant. Fifty-four of the 
operations were performed in chronic simple glaucoma, 34 in 
acute or subacute glaucoma, and 33 in secondary glaucoma. 
Local anesthesia was used in 72 and general anesthesia in 49 
operations. The operative technique used was a slight modifica- 
tion of the galvanocautery puncture described by Preziozi in 
1924 and in 1950. The results in chronic, simple, acute, and 
subacute glaucoma appeared to be as successful as those ob- 
tained with most other operations. In cases of secondary glau- 
coma—apart from those due to uveitis—the results were very 
poor. 

Although the number of patients operated upon is insufficient 
for final conclusions, Colley feels that Preziozi’s galvanocautery 
puncture is worth a more extensive trial. It is very similar to 
Elliott’s trephine operation, but is even easier to perform and 
takes a shorter time. Other advantages of the galvanocautery 
puncture are that it can be performed under local anesthesia, 
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especially in old or ill patients, and that the slow escape of the 
aqueous when the limbus is pierced makes an intraocular hem- 
orrhage very unlikely. 


Water-Drinking and Tonography in the Diagnosis of Glaucoma. 
B. Becker and R. E. Christensen. A. M. A. Arch. Ophth. 56: 
321-326 (Sept.) 1956 [Chicago]. 


Although characteristic field loss and cupping of the optic 
nerve head establish the diagnosis of glaucoma, therapeutic 
efforts in the chronic simple variety of this disease depend upon 
early detection. Methods available for its diagnosis include 
tonometry, provocative tests, and tonography. The fact that 
glaucomatous eyes can demonstrate decreased facility of outflow 
in the absence of elevated intraocular pressure accounts for 
their earlier recognition by tonography than by tonometry. 
When tonography was combined with provocative tests, it was 
noted that some glaucomatous eyes responded with induced 
impairment of outflow facility in spite of a failure of this pro- 
cedure to provoke a rise in intraocular pressure. Thus, tonogra- 
phy before and after water-drinking provided a more sensitive 
method for the detection of glaucoma than did either alone. A 
comparison is presented of tonometry, water-drinking, and to- 
nography on 175 normal eyes and 188 eyes with chronic simple 
(open-angle) glaucoma and loss of visual field. The two groups 
of eyes could best be separated on the basis of data obtained 
from tonographic tracings one hour after drinking 1 liter of 
water. 


INDUSTRIAL MEDICINE 


An Occupational Agent (N-Butyraldoxime) Causing Reaction to 
Alcohol. W. Lewis and L. Schwartz. M. Ann. District of Colum- 
bia. 25:485-490 (Sept.) 1956 [Washington]. 


An unpleasant reaction after the ingestion of small amounts 
of alcohol was noted recently in a large printing company. The 
agent that is absorbed into the body and “sensitizes” the printers 
is known as the antioxidant N-butyraldoxime. After such “sensi- 
tization” the response to alcohol consisted of a reddish, violescent, 
nonitching, coalescing, macular rash of the face, neck, and upper 
trunk; congestion of the conjunctiva and nares; congestion of the 
mucous membranes of the throat, which caused dyspnea without 
wheezing; and palpitation. The “reaction” to alcohol caused by 
N-butyraldoxime is similar to but milder than the Antabuse- 
alcohol reaction. The blood acetaldehyde level, which is elevated 
by the absorption of N-butyraldoxime, is further markedly ele- 
vated shortly after the ingestion of alcohol, and this causes the 
unusual “reaction.” The effects of exposure to N-butyraldoxime 
largely disappear in 24 hours. Apparently no permanent damage 
is done to the body by the new agent. A new “cure for alcohol- 
ism” may have been found. 


THERAPEUTICS 


A Class Experiment on Ganglion Block in Human Subjects. 
W. D. M. Paton and H. Steinberg. Brit. M. J. 2:622-627 
(Sept. 15) 1956 [London, England]. 


The pharmacology class at University College Hospital in 
London provided an opportunity whereby some knowledge 
about the action of ganglion-blocking agents could be obtained in 
a population of healthy young adults, at the same time receiving 
training in making clinical observations and in rendering these 
observations quantitative. The students worked in groups of 
four, with one student as subject and the remaining three as 
observers dividing the various duties among themselves. A set 
of observations was made every 20 minutes, timed with a stop- 
clock, in the following order: supine blood pressure and pulse 
rate; standing blood pressure and pulse rate; skin temperature, 
body temperature, and room temperature; salivary secretion 
and sweating rate; ocular accommodation and reaction to light. 
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This sequence was strictly followed, so that the interval be 
tween successive particular types of observation was kept con- 
stant. Two sets of control observations were made before in- 
jection of the drug, the subject having been instructed to take 
a light lunch, not to drink too much, and to empty his bladder. 
Immediately after the second set of control observations, 25 me 
of hexamethonium bromide was injected subcutaneously into the 
deltoid area. 

The most common effect was a fall in body temperature (90% 
incidence ) and rise in skin temperature (76%); and then (in 
descending order of frequency), fall in supine and standing 
systolic blood pressure, rise in supine and standing pulse rate 
and reduction in salivary secretion, and reduction in the re- 
action of the pupil to light and to accommodation (30-40% in- 
cidence ). Sweating was also reduced. The incidence of gangli- 
onic block over the various autonomic functions tested was dif- 
ferent in every one of the 41 subjects for whom complete rec- 
ords were obtained. Variability in the response to a ganglion- 
blocking agent is as great in normal subjects as in patients. It 
may be regarded as a result of the varying autonomic consti- 
tution of different individuals. 


Acute Renal Failure During Pentolinium Therapy. A. B. Carter 
and R. W. Payne. Lancet 2:537-539 (Sept. 15) 1956 [Lon- 
don, England]. 


Carter and Payne report the histories of two men, aged 69 
and 46, respectively, in whom acute renal failure developed 
while they were being treated for hypertension with pentolini- 
um tartrate (Ansolysen ). The type of renal failure suggested an 
initial lowered filtration rate associated with prolonged hypo- 
tension followed by failure of tubular function. These ‘two 
cases suggest that the continued use of pentolinium tartrate may 
be dangerous to elderly patients, although the usual side-effects 
of postural vertigo, constipation, and dryness of mouth may 
be absent. The use of pentolinium in the elderly can be justified 
only as a life-saving measure in cases of left ventricular failure, 
progressive gross retinal changes, or continuing hypertensive 
encephalopathy. The patient should be instructed to watch for 
listlessness, drowsiness, or any diminution in volume of urine 
and thereupon to stop taking the tablets. Once renal failure is 
suspected in a patient receiving pentolinium tartrate and the 
drug has been withdrawn, it is important to restore circulation 
as quickly as possible by raising the blood pressure. An intra- 
muscular injection of 10 mg. of methedrine sulphate was effec- 
tive in each case. Care should be used in prescribing larger 
doses because hypertensive patients remain very susceptible to 
methedrine even when they are in hypotension. Once the blood 
pressure has become reasonable, the treatment should be as for 
anuria from other causes. 


Breast Cancer and Heptaldehyde (Preliminary Report). R. N. 
Lawson, A. L. Saunders and R. D. Cowen. Canad. M. A. J. 75: 
486-488 (Sept. 15) 1956 [Toronto, Canada]. 


The rarity of cancer of the breast in Eskimo women in Can- 
ada has led to an investigation of their mode of life. The most 
striking aspect of their diet is the high proportion of fat, much 
of which is consumed in a frankly rancid state. Heptaldehyde 
is one of the chemical factors found in rancid fat. Earlier in- 
vestigators had observed that when this substance is added to 
the diet of mice harboring spontaneous carcinomas of the mam- 
mary gland, liquefaction and regressive changes of the tumors 
resulted without apparent injury to the animals. The authors 
studied the toxicity of heptaldehyde in rats, demonstrating the 
fact that the lethal dose in 200-gm. rats was between 4 and 
5 cc. They have given over 300 doses of 1 cc. each to human 
patients without any apparent ill-effects. They have used as 
much as 3 ce. but have confined the maximum quantity to 
1 cc. in any single injection site. 

Two patients with inoperable metastatic breast cancer were 
given intragluteal injections of heptaldehyde at intervals of one 
week. Both patients experienced a painful response in the site 
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of the malignant tumor within five minutes of the intragluteal 
injection. The areas of the breast surrounding the tumor did 
not become tender. Tumor growth appeared to be immediately 
arrested. After eight weeks, treatment was discontinued, as the 
pain phenomenon in the tumors was cumulative. Tenderness 
and pain in the tumor nodules increased with repeated doses 
and persisted for longer periods. Three weeks after cessation of 
treatment, one patient was given 300 mg. of testosterone. With- 
in 24 hours all the tumor areas visibly increased in size, and 
she died five days later. The other patient underwent simple 
mastectomy, and she is now alive and free of gross disease 10 
months after treatment. Extending the studies to other patients 
with breast cancer, the authors found that four-fifths experienced 
a pain reaction within the tumor within from four to eight min- 
utes after the injection. On several occasions when the drug in- 
advertently entered the blood stream, as evidenced by a rancid 
taste in the mouth and pain in the breast tumor, there was a 
distinct drop in skin temperature over the cancer within 10 
minutes of the injection. Since no demonstrable thermal changes 
were noted after administering heptaldehyde in any case of be- 
nign or inflammatory breast disease, it would appear that this 
phenomenon could be a useful clinical test for breast cancer. 


Symptomatology and Pathogenesis of Intoxication with Peni- 
cillin Ester. G. Wichmann, E. Koch and F. Heiss. Ztschr. klin. 
Med. 154:111-125 (No. 2) 1956 (In German) [Berlin, Ger- 


many]. 


Experiments were carried out on guinea pigs and rats given 
injections of the hydriodide of the diethylaminoethy] ester of 
penicillin by the intramuscular, intracardiac, and intracerebral 
routes and into the carotid arteries. Similar experiments had 
previously been made with sodium penicillin G. Three standard 
syndromes of intoxication were observed in both guinea pigs 
and rats after the administration of the penicillin ester: acute 
generalized tonic-clonic spasms, acute diffuse pulmonary edema 
with pulmonary hemorrhages, and enterocolitis with a pro- 
tracted course and terminal collapse. Acute generalized spasms 
and acute pulmonary edema were produced in the animals by 
the intramuscular administration of the penicillin ester, but 
these acute syndromes were not produced when sodium penicil- 
lin G was given by this route; they were, however, produced 
by both penicillin ester and sodium penicillin G when given 
by the intracerebral route or into the carotid arteries. The 
severity of the intoxication syndrome that occurred in the an- 
imals after the administration of the penicillin ester always de- 
pended on the degree of concentration of the penicillin ester in 
the cerebral tissue. It appears that the penicillin ester passes 
the blood-brain barrier in the animals and that the penicillinase 
activity in the cerebral tissue is temporarily inhibited. The re- 
sults are a breaking-down of ganglion cells, acute spasm syn- 
dromes, and pulmonary edema. A review of the literature 
showed that after the administration of penicillin ester prepara- 
tions to human beings the incidence of symptoms of intoxication 
was 130 times higher than after the administration of procaine 
penicillin preparations. 

Jensen and Hallas-Moller and his Danish co-workers reported 
that the concentration of the penicillin ester in the pulmonary 
tissue of guinea pigs was three times higher than that in the 
blood, while the pulmonary tissue concentration of the penicillin 
G alone, which has an antibiotic effect apart from the ester 
compound, was not higher than its concentration in the blood. 
The authors’ observations in the course of their experiments in 
animals and reports in the literature of observations in man 
establish the fact that the pulmonary affinity for the penicillin 
ester in animals and in man applies only to the ester itself, while 
the concentration of the penicillin freed from the ester 
compound is about the same in the pulmonary tissue and in 
the blood. 

Penicillin ester preparations have been recommended for the 
treatment of patients with inflammatory cerebral disturbances, 
pneumococcic and meningococcic meningitis, and inflammatory 
diseases of the lungs. From the viewpoint of the greatest use- 
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fulness and the least damage, penicillin ester preparations are 
definitely inferior to sodium penicillin G in the treatment of all 
of these diseases. 


ANESTHESIA 


Roentgen Therapy and Cyclopropane Sensitivity. P. A. Foster. 
Anesthesiology 17:735-738 (Sept.-Oct.) 1956 [Philadelphia]. 


A 39-year-old man received a course of deep roentgen therapy 
for carcinoma of the floor of the mouth. The irradiation was 
completed five weeks before an operation was scheduled. There 
had been no radiation sickness, and the patient had been able 
to eat, had not lost much weight, and was in good general 
condition. A two-stage operation was planned in which suitable 
skin pedicle grafts would first be fashioned for use at the second 
stage when reconstruction of the lower jaw was to be carried 
out after resection of part of the mandible. It proved impossible 
to maintain this patient on cyclopropane because of extreme 
sensitivity. After a flow of this gas of 200 ml. per minute had 
been allowed to enter the closed circuit for two or three min- 
utes, respiratory arrest followed that lasted for approximately 
half an hour. Pulse and blood pressure, however, were relatively 
unaffected. Eventually, the use of cyclopropane was discon- 
tinued, and nitrous oxide with minimal ether, and Demerol in- 
travenously, was substituted. He did not prove unduly sensitive 
to this combination, tolerating amounts that experience sug- 
gested was normal for a person of his age and sex. Recovery 
was uneventful after the surgery, which took five and one-half 
hours. 

An extreme sensitivity to cyclopropane may be shown by 
elderly people, especially if their premedication has included 
a respiratory depressant, but it is not usually seen in younger 
adults. The selective depression of respiration with poor anal- 
gesia in this 39-year-old man is regarded as significant because 
it has been observed that animals exposed to roentgenization of 
the whole body show an especially poor tolerance for cyclopro- 
pane but not for ether, ethylene, nitrous oxide, or thiopental 
sodium. Radiation therapy would probably not have such an 
effect on human beings unless the cerebrospinal axis is in the 
path of the beam. It is suggested that irradiation around the 
head may increase the permeability of intracranial vessels, 
thereby allowing entry to certain drugs (for example, relaxants ) 
that are normally excluded by the blood-brain barrier. Drugs 
that normally penetrate may do so in greater degree. The 
peculiar pattern of neuronal radiation damage seen suggests that 
an excessive vagal tone may increase the hazards of intubation 
with cyclopropane, that consciousness may be more easily de- 
pressed, and that disturbances of temperature regulation may 
be encountered. Unusual responses to anesthesia following radi- 
ation therapy have received little attention in the literature. 
They may prove important during the treatment of casualties 
following an atomic explosion. 


Control of Postoperative Vomiting with Marezine: A Double 
Blind Study. D. C. Moore, L. D. Bridenbaugh, V. F. Piccioni 
and others. Anesthesiology 17:690-695 (Sept.-Oct. 1956 
[Philadelphia]. 


The effectiveness of parenteral injections of Marezine (cycli- 
zine lactate) to control postoperative vomiting was investigated 
with a method that has been developed as a standard for anti- 
emetic drugs. The cyclizine is injected intramuscularly when the 
patient is taken to the operating room, again intramuscularly 
on return from the operating room, and then intramuscularly 
every four hours for four doses. In this experiment, 1 cc. of 
solution was injected each time. The cyclizine solution contained 
50 mg. of the drug per cubic centimeter. During a double-blind 
study on 276 patients, who were operated on under various types 
of anesthesia, it became evident that cyclizine lactate sig- 
nificantly reduced the incidence of postoperative vomiting. This 
would seem to substantiate previous reports, which had asserted 
the effectiveness of cyclizine but had not employed the double- 
blind technique in evaluating the drug. 
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BOOK REVIEWS 


Medical Effects of the Atomic Bomb in Japan. Edited by Ashley W. 
Oughterson, Clinical Professor of Surgery, Yale University School of Medi- 
cine, New Haven, and Shields Warren, Pathologist, New England Deacon- 
ess Hospital, Boston. National Nuclear Energy Series, Manhattan Project 
Technical Section, Division VII1]—Volume 8. Cloth. $8. Pp. 477, with il- 
lustrations. McGraw-Hill Book Company, Inc., 330 W. 42nd St., New 
York 36; 95 Farringdon St., London, E.C.4, England, 1956. 


This well-illustrated and well-documented book concerning 
the medical effects of weapons that have altered history and 
our way of life should be of great interest to physicians through- 
out the world. The first chapter contains an excellent summary 
of findings, which are afterward documented in detail in appro- 
priate chapters. The book is fairly comprehensive in that it de- 
scribes the prelude to the work and the scope of damage and 
effects on medical care and facilities, presents statistical data 
on population and casualties, and discusses medical aspects 
from the viewpoint of the clinical observer, the hematologist, 
and the pathologist. Six appendixes, dealing with subjects such 
as organization and personnel, materials and methods, popu- 
lation, and statistical data, afford more specific information con- 
cerning the studies reported in the text. The index is weak. The 
book is literally crowded with facts and material that one may 
study for hours. Perusal of the summary chapter and selected 
reading of other portions will rapidly acquaint the medical 
reader with the general and specific medical problems of nuclear 
warfare. The colored plates vividly depict the injuries. Some of 
the photographs are reproduced from early Japanese military 
reports which illustrate early findings that United States survey 
personnel did not observe because of their arrival in the areas 
weeks after the bombings. This is a valuable book for back- 
ground and reference for physicians concerned with the medical 
aspects of nuclear warfare and. in addition, for persons engaged 
in military medicine, which includes those who are concerned 
or who should be concerned with the medical aspects of civil 
defense—namely, all physicians. 


The Administration of Health Insurance in Canada. By Malcolm G. 
Taylor. Cloth. $5.65. Pp. 270, with 5 illustrations. Oxford University Press, 
114 Fifth Ave., New York 11; Amen House, Toronto, Canada; Amen House, 
Warwick Sq., London, E.C.4, England, 1956. 


Today about 50% of Canada’s population is enrolled in some 
type of health insurance plan. With attention concentrated 
primarily on the Blue Cross hospital care plans, the medical 
care plans sponsored by the provincial medical associations, and 
the hospital and social assistance medical care programs oper- 
ated by the government, this study encompasses a total of 24 
specific insurance plans. An evaluation of the various plans is 
based on detailed examination and description of the differing 
objectives, achievements, and problems of each type of plan. In 
developing his central theme of the task of administering health 
insurance, the author discusses extensively such matters as the 
determination of benefits and premiums and the effects of the 
individual plans on the physicians, hospitals, and patients in- 
volved. The author’s personal observation provides the prin- 
cipal basis for a substantial part of the text. The 38 tables and 
figures that appear in the book and the numerous text tables 
serve as helpful supplements to the written text. Much of the 
tabulated material, however, is not fully documented with 
specific references to exact sources and/or to the author’s meth- 
od in arriving at statistics. 

The Canadian Blue Cross plans, modeled after those develop- 
ed in the United States, operate on the service benefit principle 
whereby a maximum number of days of hosp.tal care per year 
plus necessary extras (operating room, drugs, and dressings ) 
are provided. The five Blue Cross plans operative in Canada are 
coordinated by the Canadian Council of Blue Cross Plans. In 
addition to their hospital care benefits, three of the plans offer 
a limited medical and surgical benefits contract of the indemnity 
type. In 1954 about 3,255,000 people were enrolled in Blue 
Cross plans for hospital benefits, and 1,027,000 for medical and 
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surgical indemnity benefits. The profession-sponsored medical 
care plans also provide benefits on a service basis. In contrast to 
most of the profession-sponsored plans in the United States, many 
of the Canadian plans offer home and office calls by physicians as 
benefits. The physicians accept a 10% reduction in fees to cover 
administrative costs. These plans cover 1,353,000 persons. Gov- 
ernment-sponsored hospital care plans have been established in 
four Canadian provinces in which total enrollment in 1954 was 
2,696,000 persons. The Swift Current Medical Care Plan is the 
only example of a government-sponsored program covering all 
the residents of a large area (about 50,000 people in southeast- 


ern Saskatchewan reside in the region served by the Swift plan). - 


This comprehensive medical care program is supported by taxes 
levied on all residents and provides payment to physicians on a 
fee-for-service, contract-schedule basis. Public medical care 
plans apply only to those groups in the population receiving 
social assistance of some sort. The number of such beneficiaries 
in 1953-1954 was 293,792. 

One of the most serious problen.s facing government- 
sponsored plans concerns enrollment, which must necessarily 
encompass the entire population. The absence of the promo- 
tional function does not counteract the obstacles that obligatory 
comprehensive and simultaneous registration and tax payment 
present. In Canada today, all of the 10 provinces exercise some 
degree of supervision over all of the hospital and medical care 
programs. While the amount and type of supervision varies from 
province to province, in the author's opinion, successful admin- 
istration will soon necessitate a degree of uniformity. Taylor 
describes the position of the physician in private practice as 
“anomalous”—on the one hand, he is a confidant and an 
alleviator of pain; on the other hand, he “is a prime example of 
the small businessman with fixed and variable costs in operating 
his practice whose income is the difference between his revenue 
and expenditures.” In the author’s thinking, these two functions 
tend to conflict. He believes that the physician, in asking 
remuneration for his services, counteracts his beneficial work 
by inciting worry, fear, and “continuance of the state of ill- 
health.” In respect to this, Taylor quotes Stern who says, 
“the attitude of the lay public is that the physician is the 
beneficiary of another's misery.” It is on the basis of this premise 
that the main criticism of the book can be promulgated. While 
the physician feels entitled to just remuneration, his primary 
role is that of a professional servant and not that of a tradesman 
or businessman. To equate the two roles is to misinterpret ¢he 
function of the private physician, as well as to miscalculate his 
own conception of his role in society. Although an economic 
factor does exist in the doctor-patient relationship, it can be 
contended that this element is subordinate to the quality of 
care that the physician strives to provide. 

Taylor points out that administrative regulations are time- 
consuming and irritating to the physician, but he also implies 
that such disadvantages are offset by the advantages of being 
able to offer whatever treatment the physician believes neces- 
sary without concern over the patients’ ability to pay. It should 
be remembered that this advantage is greatly limited by the 
extent of the patients’ insurance coverage. In conclusion, the 
author points out that governmental controls are the lesser of 
two evils, the greater being unpredictable and frequently un- 
manageable medical bills. This view would appear to be an 
oversimplification of the problem. Aside from the inevitability 
of the economic factor in medical care (which is an essential 
factor regardless of whether health insurance is available), the 
principal problem to be resolved in regard to health insurance 
would seemingly involve an evaluation of the effect of controls 
on the quality of medical care. Physicians believe that further 
controls would be detrimental, indicating that Taylor’s “two 
evils” have been ill-defined. The medical profession believes 
that any form of contractual practice is unethical to the extent 
that it results in a deterioration of the quality of the medical 
services rendered; thus, the effects of increased nonmedical 
control on the quality of medical care seem to the physician an 
unreasonably high price to pay for the opportunity to “budget 
medical care expenditures.” 
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Techniques and Procedures of Anesthesia. By John Adriani, M.D., Direc- 
tor, Department of Anesthesiology, Charity Hospital, New Orleans. Second 
edition. Cloth. $8.75. Pp. 568, with 192 illustrations. Charles C Thomas, 
Publisher, 301-327 E. Lawrence Ave., Springfield, Ill.; Blackwell Scientific 
Publications, Ltd., 24-25 Broad St., Oxford, England; Ryerson Press, 299 
Queen St., W., Toronto, 2B, Canada, 1956. 

This second revised edition of a popular textbook follows the 
purpose of the first edition, namely, to provide an outline for 
students of anesthesiology. The important points are presented 
in a concise but comprehensive manner. The text is divided 
into 10 parts. The first consists, after a few definitions, of tables 
giving the general properties of anesthetic drugs, and sugges- 
tions for selecting procedures of giving anesthetics for oper- 
ations on the different regions of the body and drugs to be used 
when the most commonly encountered clinical conditions are 
met. Much of this material is from the author’s book, “Selection 
of Anesthesia.” The recommendations made are presented in 
outline form, and the justification for them is supported not by 
discussion but simply with a brief remark. This part also in- 
cludes discussion of preanesthetic medication, a subject pres- 
ently undergoing radical changes with the introduction of new 
drugs and new concepts. The recommendations given here re- 
flect the recent teaching on this subject but not necessarily the 
latest methods. There is also a discussion of records of anes- 
thesia and their preparation. 

The second part is devoted to inhalation anesthesia. It briefly 
describes the drugs used and particularly the appliances. The 
use of the latter is covered in some detail with many photo- 
graphic illustrations. This section covers the use of endotracheal 
equipment also. The classic signs of anesthesia of Guedel are 
given, although in present practices they alone are not sufficient 
to guide the clinician in determining the depth of anesthesia. 
The third part covers the complications of anesthesia and gives 
sound recommendations for avoiding and managing them. Basal 
narcosis with intravenous injections and rectal anesthesia are 
the subjects of the next two parts, followed by a section on 
regional anesthesia. Although this section covers one-fifth of 
the book and is fairly well illustrated, it provides the student 
with too little information to be of much value. Many of the 
most recent practices have not been included and some of the 
recommendations are debatable. For example, the author implies 
that blocks, excepting skin wheals, are best done with 22-gauge 
or larger size needles. 

Specialized procedures occupy the next part, including pedi- 
atric, geriatric, thoracic, and obstetric methods. Little can be 
done with any of these subjects within the limited space 
allotted, therefore the text attempts little more than an outline 
of suggested procedures that are essentially the same as those 
already described. Recovery rooms are given some space in the 
final pages of this section. In the last two parts, resuscitation 
and inhalation therapy are considered. There is an appendix 
with clinical laboratory values and a good index. A brief bibli- 
ography is found at the end of each discussion. The illustrations 
show various types of equipment and their use. The book is an 
example of excellent design and printing. The author is to be 
congratulated on packing into so few pages the vast number of 
subjects included. Although the outline form will appeal to 
many, the book will probably be most useful to those beginning 
the study of this subject and possibly to those anticipating exam- 
inations by qualifying boards. 


Epilepsy and the Law: A Proposal for Legal Reform in the Light of 
Medical Progress. By Roscoe L. Barrow, Dean, University of Cincinnati 
College of Law, Cincinnati, and Howard D. Fabing, M.D., Chairman, Leg- 
islation Committee, American League against Epilepsy. Cloth. $5.50. Pp. 
177. Paul B. Hoeber, Inc. (medical book department of Harper & Brothers), 
49 E. 33rd St., New York 16, 1956. 

This book is described on the title page as being “a proposal 
for legal reform in the light of medical progress,” but Dr. Pearce 
Bailey, in his foreword, recognizes that, for all its scholarship, 
this book is part of the literature of indignation. If all who read 
the book are as aware as was Dr. Bailey of the easily discernible 
use of half-truths and innuendo in seeking to appeal to the 
reader's emotions, then more good than harm should come 
from a widespread reading of it. The authors sincerely contend 
that medical progress in the control of epileptic seizures has 
outmoded our epilepsy laws. Four principal areas of complaint 
are covered: marriage license laws, sterilization laws, driver's 
license laws, and workmen’s compensation laws. The best case 
is made for the first two. From the material presented, there 
seems to be little doubt that epilepsy is not the same as idiocy 
and insanity and that there is no eugenic reason for treating 


J.A.M.A., December 1, 1956 


them in the same manner. It also appears that epilepsy is not 
an inherited disease. Society, therefore, will not suffer by per- 
mitting epileptics to marry and by eliminating epileptics from 
the purview of the eugenic sterilization laws. Granting the 
foregoing and granting that down through the years an un- 
fortunate social stigma has attached to epilepsy, the authors are 
not able to present quite as good a case for amending the 
driver's license or workman’s compensation laws. A driver who 
has an epileptic attack while driving 60 mph on a busy highway 
and an epileptic who drops one end of a heavy box that he is 
lifting with a fellow employee can cause serious injury to 
those other than himself. More than mere social stigma is 
involved. The authors do, however, insist that the privileges 
that they seek for the epileptic must be limited to the epileptic 
who is free from seizures and under a physician’s care. Like 
most “literature of indignation,” this book will find violent 
supporters and violent opponents. On the whole, however, it 
furnishes a valuable addition to the literature on the subject 
and may help to elevate the status of the epileptic in some 
degree. The appendix contains examples of the type of laws the 
authors believe should be enacted, and there is a commendably 
complete index, bibliography, and citation of legal references. 


Management of Emotional Problems in Medical Practice. Edited by 
Samuel Liebman, M.D., Medical Director, North Shore Health Resort, 
Winnetka, Ill. Cloth. $5. Pp. 152. J. B. Lippincott Company, 227-231 S. 
Sixth St., Philadelphia 5; 2083 Guy St., Montreal, Canada; [British agent— 
Pitman Medical Publishing Co., Ltd., 39 Parker St., Kingsway, London, 
W.C.2, England], 1956. 

This volume is the second in a series based on lectures given 
at the North Shore Health Resort, Winnetka, Ill., by nine dis- 
tinguished physicians. Each lecture presents practical ap- 
proaches to the management of the emotional problems treated 
daily by the medical practitioner. Dr. Karl M. Bowman’s paper 
on psychiatric emergencies or what to do before the psychiatrist 
comes is full of good practical sense and gives special consider- 
ation to the violent patient and the suicidal patient, and how to 
manage problems of drug intoxication, refusal to eat, panic 
states, and hysterical states. Dr. Francis J. Gerty gives excellent 
advice on the use and abuse of sedatives and stimulants. Dr. 
Lewis Robbins considers the management of the anxious patient 
and takes up the symptoms, psychodynamics, and management 
of anxiety. The depressed patient, his understanding and man- 
agement, is extremely well presented by Dr. Franklin G. 
Ebaugh. The management of emotional reactions in the male 
involutional period is covered by Dr. Otto Billig. The manage- 
ment of the multiple complainer by George C. Ham is an 
example of excellently applied practical psychiatry. Dr. Leo H. 
Bartemeier’s paper on the management of overeating, overdrink- 
ing, and oversmoking considers overindulgence as a symptom of 
emotional disturbance. Dr. Walter C. Alvarez tells how to avoid 
the production of iatrogenic disease. He believes that anxiety 
neuroses are sometimes produced inadvertently by physicians 
and urges the physician to be optimistic, constantly to guard 
his tongue, especially in the presence of a hypochondriacal 
patient, and to avoid thinking out loud in alarming diagnostic 
medical terms. A concluding paper by Dr. Mare H. Hollender 
emphasizes the utilization of community resources in medical 
practice. This book is lucid, compact, practical, and clearly 
written. It is highly recommended. 


Surgery of the Hand. By Sterling Bunnell, M.D., Consultant to Surgeon 
General of U.S. Army, to U.S. Navy, and to Alaska Department of 
Health. Third edition. Cloth. $22.50. Pp. 1079, with 1056 illustrations. 
J. B. Lippincott Company, 227-231 S. Sixth St., Philadelphia 5; 2083 Guy 
St., Montreal, Canada; Pitman Medical Publishing Co., Ltd., Pitman House, 
39-41 Parker St., Kingsway, London, W.C.2, England, 1956. 

The third edition of this excellent book has been greatly 
enlarged to include many recent advances in hand surgery. 
In the past, it has been through this book, as well as through 
the author’s personal stimulus, that hand surgery has reached its 
present high plane. The parts dealing with the use of antibiotics 
for infections of the hand has been greatly expanded. Other new 
or improved chapters include those on postoperative treatment 
for the repair of tendons and on burns. The format of the book 
is similar to that of previous editions, but its increased size 
makes it a bit heavy to hold while reading. If future editions 
entail further expansion, the author should consider publishing 
it in two volumes. This book is highly recommended for all 
those doing hand surgery and should be in the libraries of all 
hospitals and medical schools. It is an excellent reference book 
for all levels of teaching, including the postgraduate level. 


Vol. 162, No. 14 


Ciba Foundation Colloquia on Ageing. Volume 2: Ageing in Transient 
Tissues. Editors for Ciba Foundation: G. E.W. Wolstenholme, O.B.E., 
M.A., M.B., and Elaine C. P. Millar, A.H.W.C., A.R.I.C. Cloth. $6.75. 
Pp. 263, with 96 illustrations. Little, Brown & Company, 34 Beacon St., 
Boston 6; J. & A. Churchill, Ltd., 104 Gloucester Pl., Portman Sq., London, 
W.1, England, 1956. 

This small volume is the second of a series to be published 
annually under the auspices of the Ciba Foundation of London 
dealing with basic research relevant to the problems of aging. 
The first volume was a colloquium on general aspects of aging. 
The present one is devoted to the aging of transient tissues, the 
normal life of which is shorter than that of the organism as a 
whole. The program is truly international in character. The 
27 participants from both the United States and abroad are 
eminent authorities in their respective fields of anatomy, embry- 
ology, physiology, biochemistry, biology, zoology, and botany. 
Those interested in aging should find delight in the compre- 
hensive conversational manner in which the subject is covered 
in this symposium. It is difficult to select any one part that is 
more interesting than another. Perhaps those who do not feel 
entirely at home with the highly scientific and technical ap- 
proach to the subjects presented would be engrossed especially 
by those parts dealing with the regenerative capacity of ovarian 
tissues, mitochondrial changes in different physiological states, 
morphological aspects of aging in the placenta, chronological 
changes in placental function, biochemical evidence of aging 
in the placenta, aging of the axillary apocrine sweat glands in 
women, and aging in human red blood cells. One would not do 
justice to this volume if particular attention were not called to 
the exceptional artistic merit of the illustrations accompanying 
the articles. The discussions of the presentations in these col- 
loquiums lend extraordinary value and interest to the program. 
The informal participation by the audience and the effective 
but not rigid control of the symposium by the chairman might 
serve as a pattern for other groups, the meetings of which are 
so often unenlightening because of their stereotyped panel or 
conventional order. 


Clinical Urology. Volumes I and II. By Oswald Swinney Lowsley, A.B., 
M.D., F.A.C.S., President and Director, Oswald Swinney Lowsley Founda- 
tion, Inc., St. Clare’s Hospital, New York, and Thomas Joseph Kirwin, M.A., 
M.S., M.D., Professor of Urology, New York Medical College, New York 
City. Third edition. Cloth. $32.50. Pp. 464; 465-985, with 599 illustrations 
by William P. Didusch. Williams & Wilkins Company, Mount Royal and 
Guilford Aves., Baltimore 2, 1956. 

In this edition, chapters 1 to 5 deal with the usual, well- 
accepted diagnostic procedures in urology. This is followed by 
a good, informative chapter on anesthesiology. In chapters 7 
through 34, all the various diseases of each organ of the urogen- 
ital system are discussed in a well-organized and well-docu- 
mented manner. The pattern followed in the discussion of these 
diseases is comprehensive and to the point. Detail does not suc- 
cumb to verbosity. In chapter 35 the recent advances made in 
the field of antibiotic therapy are discussed. Here the reader 
will find treated the indications, contraindications, and efficacy 
of the various antibiotics in the treatment of infections of the 
genitourinary system. Each volume contains an index to the 
text and illustrations. The publishers have done their part very 
well. The quality of the paper and the arrangement of the pages 
into three columns facilitates reading. Since the publication of 
the second edition, many advances have occurred in urology 
which are all well documented in this edition. These two vol- 
umes are a combination textbook, encyclopedia, and atlas of 
urologic pathology and surgical techniques, profusely illustrated. 
The present edition assures for the volumes a continuingly 
prominent place in urologic literature. They can be unhesitat- 
ingly recommended not only as a textbook for students, interns, 
and residents but also as a reference book for the practitioner, 
surgeon, and urologist. It is unfortunate that the death of the 
senior author of this edition came before he had an opportunity 
to see the finished product. 


Electrocardiographic Test Book. Volumes I and II. Paper, loose-leaf. $5 
per set. Pp. 167; 132, with illustrations. American Heart Association, Inc., 
44 E. 23rd St., New York 10, 1956. 

The purpose of this book is to assist students in the study of 
electrocardiography. The presentation in volume I consists 
of 110 selected electrocardiograms reproduced as examples of 
normal and abnormal varieties, together with questions. The 
answers, documented and discussed on the basis of clinical and 
roentgenologic data, are assembled on the corresponding pages 
in volume II. In addition, the two volumes contain general 
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questions and answers pertaining to electrocardiographic differ- 
ential diagnosis; tables of normal measurements, mostly com- 
piled from the literature and some thus far unpublished; and a 
comprehensive index. This original approach to teaching clinical 
electrocardiography should serve the limited aims of the authors, 
although objections can be raised concerning the examples se- 
lected, the interpretation of some of the records, and the illogi- 
cal questions posed in conjunction with some of the records. 
There are some inconsistencies in dealing with the difficult 
problem of differentiation of ischemic alterations from those 
caused by heart strain and hypertrophy (figures 3 and 24). 
One also wonders whether statements like the one on page 39 of 
volume II, “with posterior infarction there is a tendency for 
the T-waves to become lower and inverted in lead I and positive 
in lead III,” were really acceptable to the advisory and review 
panel of 28 distinguished authorities. The publication deserves 
the highest commendation for the excellence and clearness of 
the reproductions of electrocardiograms and the simplicity and 
conciseness of the accompanying text that make these volumes 
most valuable to anyone concerned with learning or teaching 
clinical electrocardiography. 


Studies in Topectomy. Edited by Nolan D. C. Lewis, M.D., Carney 
Landis, Ph.D., D.Sc., and H. E. King, Ph.D. Cloth. $6.75. Pp. 248, with 
illustrations. Grune & Stratton, Inc., 381 Fourth Ave., New York 16; 
99 Great Russell St., London, W.C.1, England, 1956. 


The New York Associates in Brain Research explored in 1948 
to 1949 the potentialities of psychosurgical methods as a therapy 
for mental disorder. They used topectomy of the frontal lobes 
on 66 patients, many of whom were chosen for the severity of 
their mental disorder. The operations, both frontal ablations, 
performed bilaterally, were of two types, one removing the 
superior portion and the other the more orbital section of the 
lobe. There was no operative mortality or lasting neurological 
changes. Psychiatric evaluation was uridertaken about two years 
after the operation. The results were not impressive. The pro- 
cedure was considered of limited value for chronic schizo- 
phrenics but of slight usefulness for chronic psychoneurotics 
and for some of the patients with manic-depressive reactions 
and with involutional psychoses. An independent psychiatric 
evaluation by another group of investigators was even less en- 
thusiastic, and concluded from the strictly therapeutic view- 
point that the verdict at best would have to be “not proved.” In 
general the importance of applying therapeutic measures, even 
topectomy, before the psychotic process has become fixed, was 
emphasized. The study was carefully planned and executed by 
a skilled research team. The report reflects their high standards 
and excellent tallying of the results. The details of the surgical 
technique, psychometric studies, vestibular function test, and 
other investigative methods are reported fully and clearly. Al- 
though it is published five years after the end of the project, 
the book is a valuable contribution to our knowledge of topec- 
tomy and its effect on psychiatric disease. 


Textbook of Gynecology. By Emil Novak, A.B., M.D., D.Sc., Gynecolo- 
gist-in-chief, Bon Secours Hospital, Baltimore, and Edmund R. Novak, A.B., 
M.D., F.A.C.S., Instructor in Gynecology, Johns Hopkins Medical School, 
Baltimore. Fifth edition. Cloth. $11. Pp. 840, with 543 illustrations. Wil- 
liams & Wilkins Company, Mount Royal and Guilford Aves., Baltimore 2, 


This popular book did not need much revision to bring it up 
to date. The few important contributions to gynecology made in 
the last four years are included. The chapter on uterine cancer 
was entirely rewritten because of the controversy concerning 
carcinoma in situ. Likewise, the chapter on pelvic tuberculosis 
was completely rewritten because of advances in both diagnosis 
and treatment of the disease. The authors mention the new 
skin biopsy tests for sex determination. They consider kraurosis 
and leukoplakia of the vulva together because of the frequency 
with which the two terms are wrongly applied and the existing 
confusion as to their differentiation. The authors do, however, 
make a rational distinction between the two conditions. There 
is a full description of carcinoma in situ, with emphasis on the 
difficulties in diagnosis. The authors again summarize the im- 
portant essentials of the responsibilities of the general prac- 
titioner in the campaign against cervical cancer. In the chapter 
on tuberculosis of the generative organs, the place of strepto- 
mycin, aminosalicylic acid, and derivatives of isonicotinic acid 
is discussed. There is no doubt that the Novaks have again 
produced a classic book that should continue to be profitably 
studied throughout the world. 
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QUERIES AND MINOR NOTES 


FETAL EFFECTS OF DEMEROL ANTE PARTUM 


To tHE Eprror:—In the local hospital the use and dosage of 
Demerol in a woman in labor with an intrauterine pregnancy 
was questioned when an infant had a four-or-five minute delay 
in cry and respiration attempts. A review of the available 
literature reveals that it is the consensus that Demerol will 
not have a depressant effect on any infant, whether at term 
or premature. The mother had received a total of 200 mg. of 
Demerol within a three-hour period prior to the actual deliv- 
ery. The last dose was 100 mg. and was given 20 minutes prior 
to delivery. How soon after injection can one normally expect 
a peak of effect in the infant (if any)? What is the maximum 
dose that could safely be given to a normal mother weighing 
70 kg. (154.2 lb.) in labor without danger of depression to the 
baby? Is there any place in the literature indicating that 
morphine (given to the mother in labor) was not depressant 
to the baby? M.D., Wis. 


ANswER.—The depressant effect of Demerol on the fetus de- 
pends on certain variables that cannot be predicted in any given 
case. These variables include the tolerance of the mother, her 
weight, the rapidity of absorption from the injection site, and 
the type of anesthesia used for delivery. In general, the maximum 
effect of an intramuscular injection should occur about one hour 
after administration to the mother, This is rarely of clinical 
significance if conduction or local anesthesia is used. With 
general anesthesia, with cyclopropane or nitrous oxide ether, the 
narcotizing effect of this combination of drugs may be of sig- 
nificance to the baby. Most normal labors, of 6 to 10 hours’ 
duration, can be readily managed with a single dose of 100 mg. 
of Demerol, preferably combined with scopolamine (hyoscine ) 
in a dose of 0.4 mg. If this is inadequate to control the patient's 
discomfort, trichloroethylene (Trilene) inhalation or the judi- 
cious use of chlorpromazine or one of its derivatives is consid- 
cred preferable to the repeated doses of Demerol. When repeated 
doses of narcotics of any type must be given for the control of 
pain in labor, when they are used at repeated irregular intervals 
for the purpose of obtaining rest in a prolonged labor, or when 
the mother shows a profound response to these drugs, their 
narcotizing effect upon the baby may be effectively and promptly 
minimized by the administration of amphetamine or nalorphine 
(Nalline) hydrochloride to the mother approximately 15 to 30 
minutes prior to delivery. Morphine sulfate has been shown both 
clinically and experimentally to be a depressant to the baby. 
This consultant is unaware of any valid data to the contrary. 


PREMATURE GRAY HAIR 


To THE Eprror:—In the May 19 issue of THe JouRNAL, page 299, 
is a query on graying of hair. Is there any known medication 
or treatment that will forestall or delay premature graying of 
hair? If not, what is a safe method for use in changing the 
color of the hair to its former color? 4_D., South Carolina. 


ANSWER.—There is no known medication or treatment that 
will forestall or delay premature graying of the hair. Reports of 
the effectiveness of pantothenic acid or p-aminobenzoic acid in 
delaying or lessening premature graying of the hair have never 
been proved. As far as a safe method of changing the color of 
the hair is concerned, there is no absolutely safe procedure. An 
occasional person will still react unfavorably to the methods 
mentioned subsequently. The metallic hair dyes are successful 
only when frequent applications are made, and the desired color 
may appear after a series of treatments that progressively darken 
the hair. The usual! solutions contain silver, copper, iron, or lead, 
which act with the sulfur content of the hair to deposit a metallic 


The answers here published have been prepared by competent authori- 
ties. They do not, however, represent the opinions of any medical or other 
organization unless specifically so stated in the reply. Anonymous com- 
munications and queries on postal cards cannot be answered. Every letter 
must contain the writer’s name and address, but these will be omitted on 
request. 


sulfide on the shaft. Silver nitrate, in combination with a 1% 
solution of pyrogallic acid as a reducing agent, may be adopted 
for all shades from white or brown to black, depending on its 
strength. The synthetic organic dyes are also effective and are 
of two types. The first, or “azo” type, has a low index of sen- 
sitivity but has the disadvantage that several applications are 
necessary to obtain the desired shade. The most popular types 
of dyes are those of the amine or aniline type. They have two 
characteristics that render them superior to their predecessor: 
First, the desired color is usually acquired at one sitting. Second, 
the colors themselves offer a wide range of choice and are much 
more natural in appearance. Several preparations are on the 
market, and patch tests should be performed prior to their usage. 
This synthetic dye is usually sold in two bottles, of which one 
contains a 1 to 3% aqueous solution of the para dye and the 
second an oxidizer such as hydrogen peroxide or sodium per- 
sulfate or perborate. Some of these are available for home appli- 
cation, although it is usually preferable to have the applications 
made by a professional. Inasmuch as the chemicals employed 
are not easily handled by the amateur, the skill and experience of 
a careful operator should minimize the possibility of untoward 
side-effects. 


ULTRAVIOLET BLOOD [IRRADIATION 


To tHE Eprror:—A 39-year-old man is being treated for “a gen- 
eral run-down condition.” Apparently he is not progressing as 
well as anticipated. His brother has chronic bilateral thrombo- 
phlebitis of both legs and, in addition to saphenous vein liga- 
tions and anticoagulant therapy, he has received ultraviolet 
blood irradiation, possibly according to the Knott technique. It 
is stated that some improvement has followed this therapy. 
The treating physician for the first-mentioned man feels that 
ultraviolet blood irradiations may be of value in improving his 
patient’s condition. I would appreciate an opinion on the 
efficacy of ultraviolet blood irradiation in regard to its applica- 
tion to the broad category of “general run-down condition.” 


M.D., Massachusetts. 


This inquiry was referred to two consultants, whose respective 
replies follow.—Ep. 


Answer.—There is no objective evidence that ultraviolet irradi- 
ation of the blood by the Knott technique has any beneficial 
effects. It has been used widely for a great number of conditions, 
with purportedly uniform good results. The nature of the ultra- 
violet treatments is such that a great deal of psychotherapeutic 
benefit may ensue from their use. This, together with the en- 
thusiasm of those who have used the treatments, probably 
accounts for the reported value of the technique. Its use for any 
patient with a “general run-down condition” is not indicated. It 
is essential to establish why a 39-year-old man is “run-down,” 
so that rational therapy may be instituted. 


Answer.—Ultraviolet blood irradiation enjoyed a brief display 
in the medical literature from 10 to 15 years ago. A portion of 
blood (about 250 cc.) was removed from a patient, citrated, and 
then, after exposure to powerful ultraviolet irradiation in a suit- 
able irradiating chamber, was immediately pumped back into the 
venous system. While the claims of the favorable effects of 
hemoirradiation on bacterial infections did not violate credibility, 
in view of the known bactericidal potency of ultraviolet rays 
under suitable conditions, reports soon appeared suggesting the 
efficacy of hemoirradiation in acute thrombophlebitis, bronchial 
asthma (intrinsic ), rheumatoid arthritis, osteoarthritis, postfebrile 
poliomyelitis, “non-healing” wounds (apparently due to chronic 
osteomyelitis or vascular insufficiency ), and paralytic ileus. As a 
result of the alleged dramatic response of chronic as well as acute 
diseases, a hypothesis of “ultraviolet ray metabolism” was de- 
veloped. 

As often occurs in medicine, a reputedly successful, if not 
dramatic, new therapy in the hands of a few is quickly taken 
up by the many and applied to a wide array of conditions of 
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unknown etiology in the hope of a cure. Hemoirradiation was no 
exception, and disappointment followed inevitably. More im- 
portant, it stimulated well-controlled experiments in which bloods 
seeded with various pathogens were irradiated. These failed to 
corroborate the clinical reports. Indeed, in saline medium, where 
ultraviolet could be expected to reach the bacteria in more potent 
doses because of minimal absorption, irradiation also failed to 
eliminate the organisms. In nonbacterial diseases it was never 
proved that ultraviolet irradiation had an “energizing” effect on 
the body, and no satisfactory short-term or long follow-up proof 
on chronic arthritides and other conditions were published, The 
whole concept of this form of treatment, in fact, was never 
subjected to a well-controlled analysis free from objectionable 
methodology. Uncritical empiricism based on a tenuous and un- 
tested hypothesis may briefly lead to the unbridled use of an 
agent, even for such vague conditions as “general run-down 
condition.” Today, ultraviolet hemoirradiation is a medical 
curiosity that did not fulfill the therapeutic claims originally 
made for it. 


CAUSE OF DEATH 


To THE Eprror:—In “Collectivism on the Campus: The Battle 
for the Mind in American Colleges,” by E. Merrill Root (New 
York, the Devin-Adair Co., 1955, p. 133), is a passage dealing 
with the death under mysterious circumstances of a young 
student in California. After an autopsy, the cause of death was 
given as inhibition. This matter was not discussed at length, 
but apparently it referred to such stimulation of the central 
nervous system by terror that nervous reflexes stopped the 
action of the heart and/or lungs. I would appreciate it if you 
would comment on this diagnosis. 


Thomas Parker, M.D., Greenville, S.C. 


This inquiry was referred to two consultants, whose respective 
replies follow.—Eb. 


ANSWER.—There are many instances in fiction and occasional, 
but unverified, references in scientific literature to sudden death 
during a period of extreme emotiona! stress. One might postulate, 
although it is extremely improbable, that sudden hypothalamic 
overactivity, in response to fear or some other emotion, might 
cause vagal stimulation to such a degree that it would bring 
about cardiac arrest and/or inhibition of respirations. This, how- 
ever, has never been demonstrated or proved. One might ques- 
tion whether such a phenomenon, if it exists, could be related to 
the so-called acute brain death, which sometimes occurs with- 
out warning in schizophrenia and other so-called functional men- 
tal diseases. In this, however, there is usually a brief period of 
of extreme hyperpyrexia, motor hyperactivity, and either stupor 
or convulsions preceding death. In these cases, furthermore, ex- 
tensive cellular alterations in the brain have been reported. Be- 
fore answering this query, the original reference was reviewed. 
When the body of the subject was found, it was lying in a furnace 
pit near an unconnected gas heater. The gas that fed the furnaces 
was turned off, and the furnace room door was standing open. 
A few days later, as soon as an investigation began, the entire 
basement was flooded, and other possible clues were obliterated; 
apparently the flooding was purposely done. The only finding in 
the autopsy was pulmonary edema. 

It is apparent, from the circumstances leading to death and 
the findings after death, as well as from lack of any proof of 
inhibition of purely psychic origin and not secondary to toxic 
or other organic stimulation of centers that depress cardiac and 
respiratory functions, that one must conclude that in this case 
the cause of death was not found. One must assume that external 
causes of toxic or other origin, which were not brought to light 
in what was apparently a very complete autopsy, were respon- 
sible for the death of the subject. It was the final conclusion that 
this was “death by homicide” ( page 137). While inhibition may 
be a theoretical cause of death, it is not so accepted clinically. 
It would be better in cases like this to conclude, as was done in 
this case, that death was due to external causes. One should be 
willing to admit that the cause was not found and should not 
rely on intangible, unscientific explanations. 


ANswER.—The Standard Nomenclature of Diseases and Oper- 
ations published by the American Medical Association does not 
list “inhibition” as a disease entity. Inhibition as a cause of death 
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is not acceptable in medical circles and probably would not be 
accepted by boards of health on a death certificate. Many deaths 
occur under mysterious circumstances, and the cause in any one 
can be overlooked in an autopsy unless the examination covers 
all phases necessary to accomplish this. 


TACHYCARDIA 

To THe Eprror:—A 75-year-old woman suffers from chronic 
suppurative bronchitis and asthma and is highly allergic to 
egg albumin. She has frequent attacks of tachycardia, which 
usually occur after dinner and may last half an hour. During 
the attack the pulse is about 120 per minute, full and tense, 
and there is shortness of breath and at times pain extending 
down the arms. Is there any therapeutic measure that might 
reduce the frequency of these attacks or give relief? 

M.D., New Jersey. 


ANSWER.—It would be helpful to have more information con- 
cerning the nature of the tachycardia and the characteristics of 
the rate and rhythm. If there is any irregularity of the rhythm, 
then one must consider the possibility of a paroxysmal fibrilla- 
tion or an atrial flutter with varying block. An electrocardiogram 
taken during an attack would help to settle this question. 

If the rate is perfectly regular at 120 beats per minute, then 
the underlying mechanism is probably a normal sinus rhythm. 
Therefore, one must suspect that the underlying cause is coro- 
nary insufficiency, probably induced by the demands of digest- 
ing a heavy meal. Reducing the amount of food at the evening 
meal and dividing the total daily amount of food into four or 
five small meals may be helpful. Administration of glyceryl tri- 
nitrate (nitroglycerin), 1/200 grain (0.3 mg.) sublingually, 
may be tried at the onset of her attack. If the glyceryl trinitrate 
aborts the attack and relieves the dyspnea and pain, then the 
usual program for angina should be instituted. If it can be 
demonstrated that the attack is a paroxysmal type of fibrillation 
or atrial flutter with varying block, then administration of quini- 
dine sulfate, 200 mg. after meals and at bedtime, is indicated 
in an effort to prevent the attacks. An additional 200-mg. tablet 
may be given during the attack. In spite of the highly allergic 
background of the patient, it is doubtful that any allergic re- 
action is playing a role in the attacks. 


AZOOSPERMIA 

To THE Eprror:—Examination of a 34-year-old man was essen- 
tially negative apart from slight obesity. Urinalysis and serol- 
ogy were negitive. A fertility investigation by a urologist re- 
vealed azoospermia. The patient asks: “I was working with a 
poison gas unit during the war—could this have caused me to 
be sterile?” Thomas W. Parkinson, M.D., Gastonia, N. C. 


ANSWER.—The germinal epithelium of the testes may be 
severely damaged as a result of repeated absorption of small 
doses of toxic substances over a long period of time through the 
skin, lungs, or alimentary tract. Alcohol and morphine are 
known to act in this way. Various industrial poisons have been 
inculpated in the same respect, among them lead, mercury, sul- 
focarbonate, benzene (benzol), toluene (toluol), phosphorus, 
and turpentine. This consultant has no information about the 
chemistry of the gases used in warfare or about the precautions 
taken to protect men working with them. There would seem to 
be at least a theoretical possibility that the spermatogenic ap- 
paratus might be exposed to injury. Further investigation is 
needed to throw light on the cause of azoospermia in this 
patient. Testicular biopsy may show normal spermatogenesis, 
and in that event the trouble is obviously a blockade in the duct 
system; it may reveal aplasia or hypoplasia of the seminiferous 
tubules; it may show germinal epithelium that is histologically 
fairly normal but functionally inactive, and if at the same time 
hormone assays demonstrate a low level of gonadotropins the 
diagnosis of pituitary eunuchoidism is apparent. In all of the 
foregoing cases the primary cause of azoospermia would be 
adequately explained by the findings and is clearly unrelated 
to any sort of chronic intoxication. However, if the biopsy find- 
ing is sclerosing tubular degeneration and atrophy, one may 
consider the possibility that a toxic factor was initially respon- 
sible, though this is by no means proved by the evidence 
obtained. 
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BRONCHIAL ASTHMA WITH TUBERCULOSIS 


To THE Eprror:—How frequently does bronchial asthma occur 
with pulmonary tuberculosis? A number of patients in all the 
different stages of pulmonary tuberculosis have all the classic 
signs of bronchial asthma. Are the physical signs and symp- 
toms due to bronchial asthma, per se, or are they the result of 
intermittent flaring up of the tuberculous process? During 
these episodes these patients have been given the usual 
treatment for bronchial asthma and this has relieved them. Is 
there some other treatment? Is this an allergic manifestation to 
the tubercle bacilli? M.D.., Philippines. 


ANSWER.—The incidence of bronchial asthma in patients with 
pulmonary tuberculosis is identical with its incidence in the 
general population. This represents true allergic bronchial 
asthma, with the sensitivity being due to the common antigens, 
and does not represent an allergic manifestation to the tubercle 
bacilli. The conventional treatment for asthma is indicated and 
should produce results uniform with those obtained in non- 
tuberculous patients. The only exception to this statement is 
that steroid therapy should not be used in those patients having 
known tuberculosis or in those suspected of having tuberculosis. 
It is also true that the physical signs and symptoms of bronchial 
asthma may occur in patients with pulmonary tuberculosis and 
be due to the tuberculosis and not tu allergic bronchial asthma. 
In these patients, the common cause for these findings is due to 
involvement of the bronchus by either a tuberculous bronchitis 
and/or pressure on the bronchus by an enlarged mediastinal 
lymph gland. These patients will also show a response to the 
conventional therapy with bronchodilator drugs, but this re- 
sponse will be only temporary and symptomatic and therefore 
this therapy must be accompanied by therapy with antimicrobial 
drugs. 


DRUG ADDICTION 

To THE Eprror:—A 45-year-old male patient with osteoarthritis 
takes the following amounts of medication nightly in order to 
obtain satisfactory rest: codeine, % to 1 grain (30 to 60 mg.); 
three to four Bufferin tablets; and one or two Valmid tablets. 
Is there any danger of addiction or other harm from con- 
tinued use of the above? M.D., New Hampshire. 


ANSWER.—The danger of addiction in the case described de- 
pends primarily on the personality structure of the patient, If he 
is a mature, emotionally stable individual, the danger of addic- 
tion would be remote. On the other hand, if he is an unstable 
person there would be some danger of addiction to codeine. 
Indications that addiction might be developing would be re- 
quests for increase in amounts of codeine or attempts to obtain 
supplies without obtaining new prescriptions and by obtaining 
prescriptions from more than one physician. This danger, which 
is slight, is further minimized if close contact with the patient 
and with his family can be maintained. There should be no 
harm from continued use of either the codeine or Bufferin. 
Sufficient information concerning idiosyncrasies to Valmid is not 
available to evaluate the danger of long-continued use of this 
particular substance. If the patient can be examined at frequent 
intervals, any untoward drug intoxication should be detected 
before significant harm is done. 


TRAUMATIC AMPUTATION OF FINGER TIP 


To THE Eprror:—What would be an approved method for im- 
mediate definitive treatment of a 35-year-old aircraft factory 
worker whose injury consisted of an almost complete guillo- 
tine type of crushing amputation, bone and soft parts, of the 
right index finger, through the base of the distal phalanx. in- 
volving the distal joint? There remained only a slight sub- 
cutaneous bridge attaching the amputated end to the balance 
of the digit? All major digital vessels apparently had been 
severed, as there was no bleeding from the distal stump, while 
the proximal end bled freely. M.D., California. 


ANSWER.—Replacement of the tip of the finger would, in all 
probability, not be successful, as the bulk of the tissue was too 
great and the injury was a crushing one. If the skin of the pulp 
was not too crushed, all the subcutaneous fat could be removed 
and the skin of the pulp laid across the end of the stump. 
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Usual procedures in such a case would be to cover the end of the 
stump with a free skin graft or to transfer a flap to it from the 
thenar eminence. The objection to the latter is that in a 35-year- 
old man the joints would stiffen in the three weeks that the flap 
is attached. Perhaps the best way would be to use a cross-finger 
flap from the dorsum of the long finger and skin graft the donor 
site. Another possibility would be to raise an immediate pedicle 
flap from the abdomen and place it over the end of the finger. 
Such a procedure is usually left for a secondary operation, if it 
proves to be necessary. If bone is projecting, it should be 
trimmed off, and, if a joint surface is presenting, it should be 
denuded of cartilage. 


TREATMENT OF PEDUNCULATED POLYPS 


To tHE Eprror:—Two polyps were excised recently from a 55- 
year-old male. The polyps were attached to the sigmoid 
flexure by a stalk about 2 in. in length. The microscopic report 
revealed that the stalk portion of the glandular mucosa is not 
unusual, A portion of the distal part of the polyp showed 
hyperchromatism of some of the irregular glandular acini. 
Heaping up of the glandular epithelium was seen at this 
portion, with component cells exhibiting moderate variation 
in size and shape. Mitotic figures are fairly frequent in this 
area. The diagnosis was malignant adenomatous polyp. At 
operation the polyp was excised at the base of the stalk. Is 
any further surgery indicated at present? 


M.D., New York. 


ANnswer.—Review of the experience at a large cancer center 
where several thousand pedunculated, adenomatous polyps have 
been removed showed there has been no instance of lymph node 
metastases when cancerous changes have been superimposed 
upon the periphery of the polyp. It would seem, therefore, that 
the 55-year-old patient having two pedunculated polyps has 
been adequately treated and that future emphasis should be 
directed at the detection of other polyps, which are quite likely 
to develop in other areas of the same lower intestine. Peduncu- 
lated carcinomas and sessile polyps, containing foci of adenocar- 
cinoma, on the other hand, have been seen to metastasize to the 
regional lymph nodes and must be treated radically from the 
onset as infiltrating carcinoma. j 


BRANCHIOGENIC CYST 

To rHe Eprtor:—What would be the recommended treatment 
of a healthy 14-year-old girl with a now quiescent congenital 
cyst (and/or fistula), branchiogenic, in the lateral cervical 
region, which has twice previously necessitated incision for 
local abscess formation? M.D., California. 


ANswerR.—A branchiogenic cyst with recurrent fistulous com- 
munication is a cistinct indication for a complete and adequate 
excision of the cyst. Incision alone would of course only allow 
repeated recurrent draining abscess formation, and the actual 
cyst itself must be removed totally by meticulous and careful 
surgery. 


DIABETIC NEUROPATHY WITH INCONTINENCE 

To tHe Eprror:—What is the treatment for diabetic neuropathy 
of the legs with incontinence of the bladder and rectum? Are 
steroids of any value” M.D., New Jersey. 


ANswer.—The treatment of diabetic neuropathy with incon- 
tinence of the sphincters is very unsatisfactory. Some improve- 
ment has been noted after intensive treatment with crude liver 
extracts given intramuscularly (3 cc. daily) and large doses of 
vitamin Biz, of the order of 1,000 mcg. per day. The steroids are 
probably of no help. 


EXERCISE AND THE DIGITALIZED HEART 
To tHe Eprror:—How does exercise affect the rate of the com- 
pletely digitalized heart? M.D., Missouri. 


Answer.—Exercise produces less acceleration of the heart that 
has been digitalized. This is best seen in auricular fibrillation. 
The amount of this effect depends on the dose of digitalis. The 
more complete the digitalization, the less the acceleration of the 
heart with exercise. 


Eighth nerve and labyrinthine structure viewed from within. Symptoms of vertigo following antibiotics are believed to originate here. 


Antibiotic Vertigo and Nausea 
Checked with Dramamine’ 


Dizziness resulting from antibiotic therapy 


responds, sometimes “dramatically,” to Dramamine. 


A pronounced reduction in toxic 
vestibular symptoms is reported when 
Dramamine (brand of dimenhydrin- 
ate) is given in conjunction with 
antibiotics. Intensive or prolonged 
antibiotic therapy can cause serious 
nausea and vomiting, probably as a 
result of disturbance of the eighth 
nerve. 

When given with antibiotic ther- 
apy, Dramamine suppresses the ves- 
tibular symptoms of most antibiotics, 


Dizziness arising from long-term anti- 
biotic therapy responds dramatically. 

In 77 per cent of tuberculous pa- 
tients, the vestibular symptoms of 
antibiotic therapy disappeared?! in an 
average of 3.57 days with daily dos- 
ages of 150 to 400 mg. of Drama- 
mine. In a later study Titche and 
Nady? report that 14 per cent of 
twenty-eight control patients com- 
plained of dizziness after streptomy- 
cin therapy, but not one of twenty-six 


other patients given Dramamine 
complained of dizziness during the 
course of treatment. Then with 150 
mg. of Dramamine daily all of the 
control patients were relieved of diz- 
ziness in an average of ten days. 

G. D. Searle & Co., Chicago 80, 
Illinois, Research in the Service of 
Medicine. 


1. Titche, L. L., and Nady, A.: Dis. Chest 18:386 
(Oct.) 1950. 2. Titche, L. L., and Nady, A.: Dis. 
Chest 20:324 (Sept.) 1951. 
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ranted on request for the reproduction in repu- 
tabie publications of anything in the columns of 
‘Lire JOURNAL if proper credit is given. However, 
tue reproduction for commercial purposes of 
ardcles appearing in THE JouRNAL or in any of 
tne specialty journals published by the Association 
will not be permitted. 


MANUSCRIPTS: Manuscripts should be 
typewritten, double-spaced and the original, not 
the carbon copy, submitted unrolled. Carbon cop- 
ies, or single-spaced manuscripts will not be con- 
sidered. Footnotes and bibliographies should 
c nform to the style of the Quarterly Cumulative 
li.uex Medicus published by ihe American Medical 
Association. This requires in the order given: 
name of author, title of article, name of periodical, 
with volume, page, month—day of month if weekly 
—and year. Because of lack of space, it is necessary 
to limit the number of bibliographic footnotes to 
eighteen. Unused manuscripts are returned by 
regular mail. Used manuscripts are not returned. 


RESPONSIBILITY FOR STATE- 
MENTS: While manuscripts are subject to 
cuiting so that they conform to the style adopted 
ly the American Medical Association for its 
publications, the author assumes the responsibility 
for the statements he makes. Unless so stated, the 
opinions expressed in articles in THE JouRNAL do 
not represent those of the American Medical 
Association or any other organization. 


ILLUSTRATIONS: Half-tones and zinc 
etchings will be furnished by THe JouRNAL when 
satisfactory photographs or drawings are supplied 
by the author. Each illustration, table, etc., should 
bear the author’s name on the back. Photographs 
should be clear and distinct; drawings should be 
made in black ink on white paper, Used photo- 
graphs and drawings are returned after the article 
is published. 


PRICE LIST 


A price list describing the various publications 
of the Association will be sent on request. 


AMERICAN MEDICAL ASSOCIATION 


UNSURPASSED 


for the treatment and 
prevention of superficia 


fungous itech 
DERMATOPHYTOSIS- 


. (Athlete’s Foot) 


e@ Potent antimycotic activity 
Soothing antipruritic effect 
e 


Virtually nonirritating 
Pleasantly scented 


Treat the infection and prevent 
its recurrence with the Desenex 


NIGHT & DAY 
PLAN 


NIGHT 


DESENEX OINTMENT ZINCUNDE 


applied liberally to infec e 
and surrounding are. 
night before retiring. 


DAY 


DESENEX POWDER ZINCUNDECATE 
is applied every morning by 
dusting freely on feet and in 
shoes and socks. 


535 N. DEARBORN STREET, Cuicaco 10 


Cures the average moderate to 
severe case in two to three weeks. 


Desenex: 


OINTMENT and POWDER 
ZINCUNDECATE 


and SOLUTION 
UNDECYLENIC ACID 


Write today for 
SAMPLES and literature 


Available at all pharmacies 


WALL 


MAIN ST, 
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Classified Advertisements 


For personal classified advertisements the rate 
is $7 per insertion for 30 words or less, additiona] 
words 25e each. 


SEMI-DISPLAY ANNOUNCEMENT 
FOR PERSONAL CLASSIFIED ADVERTISEMENTS 
set in bold type (like this paragraph) the rate is $8.75 
—— for 30 words or less, additional words 30¢ 
each. 


COMMERCIAL CLASSIFIED ADS 


For classified advertisements of a commercial! or 
promotional nature, the rate is $9 per insertion 
for 20 words or less, additional words 30¢ each, 
For semi-display, $11.25 for 20 words or less, 
additional words 40¢c each. This rate is given for 
EACH INSERTION. 


CLASSIFIED ADS ARE PAYABLE IN ADVANCE 


BOX NUMBER ADVERTISEMENTS 
A fee of 45¢e is charged to have answers sent 
eare of A. M. A. Count 4 words for box number 
instructions. Letters sent in care of THE JouRNAL 
are forwarded directly to the advertiser as received. 


INQUIRIES ABOUT BOX NUMBER 
ADVERTISEMENTS 


Tue JourNat is not permitted to divulge the 
identity of advertisers who have their mail sent 
eare of A. M. A. If further information about an 
ad of this type is desired, correspondence should 
be addressed 


directly to the | 
advertiser in Gri — = 
this manner. 


All replies to key numbers are mailed the same 
days as received. 

Physicians who are not members of county medi- 
eal societies should submit professional references 
with their advertisements and thus avoid delay. 

The right is reserved to reject or modify all 
advertising copy in conformity with the rules of 
the Advertising Committee. 

All questionable items will be excluded from 
these columns and notification of any misrepre- 
sentation seen by readers will be appreciated. 


CLASSIFIED ADVERTISING FORMS CLOSE 


FRIDAY NOON 15 DAYS PRIOR TO 
THE DATE OF ISSUE 


Journal A.M.A., 535 N. Dearborn St., Chicago 10 


NOTICE 


GERMAN CAMERAS—BUY ROLLEIFLEX, EXAKTA, 
many famous makes, binoculars, all accessories through 
our famous ‘‘Import your own’’ system; you can save 
from 35% to 50% even after paying U. S. duties; all 
products are genuine, latest factory production, brand 
new, guaranteed; pricelists by return mail; specify in- 
terests and requirements; Act now. Noel R. Nelson & 
a 7810A Greenwood Avenue, Washington 12, 


JOIN BAHAMA CRUISE—I50’ SCHOONER SAILS 
from Miami to Bimini, Berry Island, Nassau, Grand 
Bahamas, Etc.; all expenses for 10 days $150. P. 0. Box 
1051, Miami Beach 39, Florida. 


PHYSICIANS WANTED 


GENERAL PRACTITIONER—UNLIMITED OPPORTU- 
nity to practice good medicine with a congenial 4 man 
group, 30 minutes from downtown, large Midwest city; 
near 50 bed approved hospital; additional training and 
experience, of course, would be in your favor, but income 
is only limited by your capacity to practice good medi- 
cine; large general and surgical practice with enormous 
potential; partnership available in two years; $12,000 
guaranteed; would not consider anyone the second year 
—— net $15,000 the first year. Box 2386 C, % 


WANTED—TWO SENIOR PHYSICIANS; ONE MAN, 
one woman; in State training school for mental deficiency 
and convulsive disorders; salary range $7320-$10,380, 
annual increases of $360, consideration given experience 
in determining starting salary; 3 weeks vacation, 15 days 
sick time, retirement system, 40 hour, 5 day week; re- 
quirements: 1 year internship, plus 3 years residency oF 
practice; citizenship and Connecticut license; housekeep- 
ing apartments at nominal charge; 6 physicians, 1 dentist 
on resident staff; 11 man consultant group; pleasant 
congenial staff; pediatric or psychiatric training helpful 
Write: Mr. Glendon A. Scoboria, Personnel Director, 
State Office Building, Hartford 15, Connecticut. 


UNIVERSITY OF MINNESOTA HOSPITALS FEL- 
lowships in psychiatry—approved training; research and 
teaching experience; registration in graduate school 
with opportunity for MA or Ph.D. degree; training 
in a medicai school setting in center of a large uni- 
versity; psychoanalysis and psychoanalytic therapy avail- 
able by individual arrangement; may begin January, 
March, July, or October. Write: Donald W. Hastings. 
MD, University of Minnesota Hospitals, Minneapolls 
14, Minnesota. C 
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Pfizer 


therapy for 
winter's 
infections 
made more 
acceptable 
with new 
peach- 
flavored 
broad- 
spectrum 


TERRABON 


BRAND OF DI-OXYTETRACYCLINE 


in a spoon with ready- 
to-use liquid form of oxytetracycline 
(Terramycin®). Therapeutic blood 
levels in one hour. 


and new 
peach- 
flavored 
broad- 
spectrum 


BRAND OF CALCIUM DI-OXYTETRACYCLINE 
Homogenized Mixture 


PEDIATRIC 
DROPS 


For infants and younger children, 
2 drops per pound per day, 
ready-to-use liquid form of 
oxytetracycline (Terramycin), 
supplied with specially 

calibrated plastic dropper. 


PrizerR LABORATORIES, Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N.Y. 
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TONICS AND SEDATIVES 
my favorite story 
In this space will be published anec- 
dotes submitted by physicians concern- 
ing their practice or people in general. 
Contributions for “My Favorite Story” 
are welcome. 


¢ 


An old farmer tells the story of how he 
gets extra work done by using the “blinder 
system.” 

He plows his field with only one horse, 
but as he proceeds, he shouts at the horse, 
“Giddap, Jack. Giddap, Casey. Giddap, 
Jerry. Giddap, Cromwell.” 

The farmer explains why he calls one 
horse all those names: “The horse’s name is 
Jack and he doesn’t know his own strength. 
So I put blinders on him and call those 
other names. Then he works and pulls fine, 
because he thinks he’s got three other 
horses helping.” 

2 


On a recent quiz program the master of 
ceremonies asked a young couple, “How 
long have you two been married?” 

“Eight years,” replied the husband. 

“Eight and a half years,” corrected the 
wife. 

“What difference does half a year make?” 
the master of ceremonies teased. 

“Well,” retorted the wife, “we have a 
little girl of seven and a half.” 


During his first campaign for mayor of 
New York in 1929, LaGuardia charged the 
popular Jimmy Walker with all sorts of 
corruption. Walker never answered a single 
charge. 

“Why should I make his campaign for 
him,” he said. “I won’t build him up. It 
should be fun, though, to ask him one 
question: “What was he doing in Water- 
bury on July 16, 1928?” 

“Was he there at that time?” his friend 
asked. 

“I don’t know,” Walker replied, “but, if 
I asked that question, he could deny he 
was there till he was blue in the face, and 
a lot of people would believe there was 
something fishy about him and Waterbury.” 


did you know that 


Trial by jury has come into wide use 
only in modern times. During the Middle 
Ages it was customary to test an accused 
person by making him go through some 


(Continued on page 72) 


For your care of obesity... here’s 


“WILL POWER 
IN A CAN?’ 


That’s how Instant Dietene Reduc- 
ing Supplement was described re- 
cently by a Philadelphia doctor 
... and that’s exactly what it is to 
your obese patients. Here’s why: 


DIETENE solves the uncomfortable 
problem of between-meal hunger. 
Two Dietene Milk Shakes daily sup- 
ply 36 grams of protein fortified with 
essential vitamins and minerals. Thus 
through sound nutrition alone, 
DieTENE satisfies both body hunger 
and the psychological craving for 
“something good to eat”. With the 
between-meal hunger problem licked, 
patients find it easy to accept reduced 
portions of interesting foods featured 
in the Dietene 1000 Calorie Diet. 


DIETENE contains no drugs. It is 
normally safe even for cardiacs and 
hypertensives. It tastes good, mixes 
easily with milk and is economical. 
DIETENE assures patient cooperation. 


TRY THE DIETENE DIET 


. . . based on Dietene, the original 
Reducing Supplement — regularly 
succeeds where other reducing re- 
gimes fail. Free diet sheet service. 


FREE 1 LB. CAN! MAIL COUPON TODAY! 


THE DIETENE COMPANY. DAI2I6 
@ 3017 Fourth Ave. S., Minneapolis 8, Minn. = 
4 I would like to examine the Dietene Diet based 2 
g on Dictene Reducing Supplement. Please send gy 
g ‘diet sheets and a FREE one pound can of new gg 
iinstant Dietene. 
* 
@ Name MD @ 
Address 
- City. Zone State 4 
* B 


A product of 


THE DIETENE COMPANY 


MINNEAPOLIS 8, MINNESOTA 
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°18S N.WABASH AVE. 
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WOODWARD 


Founders of the, counseling t7 


(1) Staff; Ige univ hosp; So. (m) 
Grp 6, fee basis; then prtnr; MW. (n) Dir dept; 
fee basis, —_ $20,000; Pa. (0) Hd resd trng 
prog; $13-16,000 & own supplement; Calif. 
ASSIS ANTS: (w) W/Gp, long estab; prtnr, 2 yrs; 
Ww. W/Gp; busy med, surg & ob pract; S. C. 
DERMATOLO' Y: (m) Hd dept, new grp of 50; Calif. 
(n) Assn w/Bd derm; exe techg & hosp affil; West. 
(o) Dir dept; well estab grp, all facil; ii, (p) 
Dipl; hd dept; grp 7 Bd men; $14,000, prtnr; E. 
(q) Hd de pt, 20, pone, est '22; Oklahoma. 
GENERAL PRACT (d) Assn, new cl grp; oppor 
$25-30,000, ist. Fla. (e) Assn grp/i9; re- 
search fnd, el, hosp; own patients; keep fees. (f) 
Assn GP; $18-20,000, fst yr; La. (g) Fine 16 man 
$15, 000; Chgo. Assn w/Diplis; maybe prtr; 
Shout $10, 000; Conn lic. (i) Smi hosp & cl, Wash 
state; $12, start. (j) W/new ore: oppor $15- 
20,000; — ce) W/arp 3; Tex hosp & cl; $12,000. 
1) surg; $12,000; prtnr; San An (m) 
taff; grp/6; gd sal & benefits; So. Dakot 
INDUSTRIAL MEDI CINE: (a) Med dir; about $15,000; 
Wisc; (b) Asst med dir; ate 000; Fla. or S.C. (c) 
Hd dept, Ige cannery; qual Med; $12-15,000; MW. 
(d) New med facil, very Ige co; own pract; Pitts. 
(e) New Asia post; organize med dept, $15,000. 
(f) W/N. Y. natl corp; $10,500. (g) Med dir, new 
mod dept, leadg co; $16. 000 & bonus; E. (h) Chiefs; 
new plants/maj co; worth $16,000; E; MW. 
INTERNAL MEDICINE: (f) Assn w/6; prtnr, 3 yrs, 
shid net $20-25,000; Calif. (g) Wise grp/25, es- 
tabd 40 yrs; oppor prtnr; (h) Dipl; assn cl grp; 
w lab & x-ray; N. Y. (i) Bd elig; ote. 008; N. D. 


affil; Texas. (g) Chief; new 800 bd y Rn 
OALR: (m) Oph; new hosp, complet | 
iy facil; guar till profit pract; Maine. (n) Assn 
ipl; prtnr, 2 yrs; woes Ae Oph; 25 Dipis; S. W. 
(p) Oto; hd dept; $20-25,0 (q) Oto; Assn 7 Dipls; 
18,000; MW. (r) orp/3; 40% of 
net; St. Louis. (s) OALR; orp; $25- 30,0 Ist yr; 
MW. (t) Hd new dept; 10 men; NY Sta 
OB-GYN: (q) Hd dept; grp 6 Dipls; a $20,000; 
M.W. (r) Assn 30; $15-20,000; research; Pa. (s) 
Grp/5; new mod cl; $15-18,000; prtnr; Texas. (t) 
Hd dept, 3 specialists; Wise. (u) Prntr w/Obgyn; 
%; Fla; (v) Hd dept; grp 9 Dipls, prtnrshp; NY. 
(w) Assn 14 man grp, most Dipls; nr S. F., Calif. 
ORTHOPEDICS: (r) Form & hd dept; Grp 20; SW. 
(s) New post; 10 man grp; San Francisco area; (t) 
S.E. hosp; to $20,000. (u) Lge Fla grp. (v) Chgo 
area, fine grp; w/advanced plans for impressive 
suburban bldg; $18,000. (w) Indiana grp; to $16, 
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(b) Assoc w/Dipl; very busy pract; $18-20,000; W. 
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is’ impor child cl; staff, Bd men; tchg oppor; $10- 
$25,000; Central (f) Assn 22 Dipls; tchg entr; W. 
PHARMACOL OGY: (y) Med dir; parental prod div, 
rm co; $15,000. (z) Top man, prods devel’g; MW. 
PHYSICAL MEDICINE: (c) Dir dept, hosp; assn, impor 
lab; $15,000; S.W. (d) Med dir; fe $20,000; Mich. 


Neuro; hd Sok. arp 13 Dinls: Mich. (x) Neuro; chief, 
prog; 350 bd hosp; E. (y) NP; Dipl; 
NP; oppor $25-$30,000; Calif. 
PUBLIC HEALTH: (t) Organ & dir occup health prog; 
Calif; (u) Med dir; req’s degree PH; Ige city; MW. 
RADIOLOGY: (a) Diz dept, 300 bd hosp; ‘Mass. (b) Assoc 
w/Dipi; Calif, (¢) Dir dept; $25,000; So. (d) Dir 
dept, 500 bd hosp; oppor $25- 35,000; MW. (e) 12 
man grp; $20,000, then prtnr; SE. (f) Hd fest East- 
ern grp servg indus organ; to a 000 if D 
SURGERY: (a) Loca., Ariz. (b) 4 man grp ta. ea; 
min $1,000 mo. (e) Chief; So. hosp; to $20; 000; ta) 
Qual thor surg; assoc w/Fla surg. (e) Grp/tl, Fla 
east coast. (f) Gen & eo intd in research w/ ‘writing 
ability; fine med-west grp. (g) Gen & aor. large 
Minn grp; to $15,000. (h) $18, 
TUBERCULOSIS: (t) Med about O00: (u) 
Clinical dir; new facility; $12,000; S.W 
ves (1) Dipl; assn w/2 Bd urols; busy pract; 
(m) Hd dept; small rp; pee. 2nd yr; N.D. 
PLEASE SEND FOR AN ANALYSIS FORM SO WE 
MA REPARE AN INDIVIDUAL SURVEY FOR YOU 
We “ae you our best endeavors—our integrity—our 60 
year record of effective placement achievement 
STRICTLY CONFIDENTIAL 


PHYSICIANS FOR PUBLIC HEALTH — PENNSYL- 
vania has openings for public health administrators, of 
beginning or advanced grades, in iocal areas or special 
fields; appointments under Merit System; there are 
active training programs, and the State has an estal)- 
lished retirement system. White: C. L. Wilbar, Jr., MD, 
Deputy Secretary, State Department of Health, Harris: 
burg, Pennsylvania. 


INTERNIST OR GENERAL PRACTITIONER — FOR 
medical ward service in a 1000 bed general hospital+ 
with residency program and university affiliation; must 
be citizen and licensed in any state; salary range from 
$5915 to $13,760, strictly according to applicant’s past 
experience and educational background; fringe benefits. 
Apply to: Dr. A. Tomasulo, Director, Professional Serv- 
ices, VA Center, Dayton, Ohio, Cc 


PHYSICIAN—NEW YORK LICENSE; TO ASSIST DOC- 
tor with busy practice in Jamaica, Long Island, New 
York. Box 2367 C, c/o AMA. 
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A. H. ROBINS CO., INC., RICHMOND 20, VA. 
Ethical Pharmaceuticals of Merit since 1878 


FORMULA 


Donnatal Tablets 

Donnatal Capsules 

Donnatal Elixir (per 5 cc.) 
Hyoscyamine Sulfate . . 0.1037 mg. 
Atropine Sulfate... . . 0.0194 mg. 
Hyoscine Hydrobromide 0.0065 mg. 
Phenobarbital (% gr.) . . . 16.2 mg. 


through prov 


belladonn: 


than any other antise 


DONNATAL® EXTENTABS® 
(Extended Action Tablets) 


Each Extentab (equivalent to 
3 Tablets) provides sustained 
1-tablet effects ...evenly, for 
10 to 12 hours—all day or all 
night on a single dose. 


Also available without phenobarbital 
component, as Donna® Extentabs®. 


Prescribed by more physicians 
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When you order intermittent posi- 
tive pressure breathing (1.P.P.B.) 
treatments to be given at home or in 
your office, you can obtain LINDE 
oxygen U.S.P. from a local distribu- 
tor. Many of these distributors also 
sell or rent the necessary administer- 
ing apparatus. You will find the name 
of the Linve distributor in your area 
under “Oxygen” in the classified 
section of your telephone directory, 

In a recent article H. G. Trimble 
M.D. and J. Kieran M.D. report a 
study " 37 patients treated with 
L.P.P.B.* If you would like a reprint 
of this article, fill out and return the 
coupon below. 


LINDE AIR PRODUCTS COMPANY 
A Division of 
Union Carbide and Carbon Corporation 


Oxygen Therapy Department 
30 East 42nd Street, New York 17,N. Y. 


Please send me a copy of *"*Pulmonary 
Emphysema Treated by Intermittent Posi- 
tive Pressure Breathing,” J. AMER. GERIAT. 
SOC. 2:102 (Feb.) 1954. 


Please send me the name 
of the nearest LINDE dis- 
tributor. 


“Linde” is a registered trade-mark of Union 
Carbide and Carbon Corporation. 
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TONICS AND SEDATIVES (Continued) 


dreadful ordeal. This was done with the 
idea that God would permit the guilty to 
suffer physical harm and protect the inno- 
cent. A common form of such trial was the 
ordeal by fire. A bed of hot coals was pre- 
pared. While it still glowed, the victim was 
forced to walk barefoot across the inferno. 
If he stumbled and fell, he was pronounced 
guilty; but if he succeeded in crossing the 
coals, he was acquitted. 

It meant extreme danger and dreadful 
pain to be hauled over the coals. Even if 
a man survived, he never forgot the fearful 
ordeal. Therefore, the phrase “Raked over 
the coals for a severe testing” remains in 
the language centuries after ordeal by fire 
was abandoned. 


If you’ve ever wondered why the Army 


holds back exact details on such things as 
illnesses, disabilities, and minor epidemics 


_in camps, here’s the explanation: 

| For years, life-insurance companies have 
oe up statistical tables that, at a quick 
glance, show exactly what percentage of 
“| people are affected by specific epidemics 
and illnesses in one period. If the enemy 
read a report that 150 men at Camp Blank 
had measles, for example, they would sim- 
ply turn to their insurance actuary tables, 
discover the percentage of people affected 
by a measle epidemic, and then multiply. 
Presto! They would have a closely guarded 
military secret: the total number of men at 
that camp. 


the complaint department 


In all walks of life and for a variety of 
different reasons people are constantly com- 


plaining. Sometimes these complaints are 
serious; very often they are humorous. 
Here are some examples: 


Bus drivers in a smal] town in Ohio asked | 
mothers to stop using them as baby sitters. | 
They complained that too many children | 


were put on buses with orders to keep 


riding around town until mother finished | 


her marketing. 


In Canada a bandit wrote to a local 
newspaper to correct its report of his rob- 
bery, which described him as between 45 
and 50 years old. He complaired that he 
was only 34 and did not look a day older. 


¢ 


A mother of 10 children filed suit for | 


divorce in Springfield, Mass., complaining 


(Continued on page 76) 


that her husband was cold and indifferent. 
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LOW 


VISUAL 
ACUITY? 


Many cases with visual 
acuity as low as 2% 
can be aided by 


These successful 
aids to subnor- 


FELESCOPIE 


mal vision ar 
SPECTACLES 


available in two 
powers, 1.7 and 2.2 diameters. Spectel 
telescopic spectacles are fitted without 
complicated equipment or procedures. 
Complete details in Bulletin 302. 


CORPORATION 


in Canada by 
NORTHAMPTON, MASSACHUSETTS 


Imperial Optical 
Company 


THERE’S NOTHIN 
G 
UNDER THE SUN LIKE 


Arizona 


WARM, SUNNY AND DRY ALL YEAR 
data free to physicians: P. O. Box 1111, Tucson, Ariz. 


Classified ads in the Journal 


bring good results 


ADJUSTABLE OUR 
LUMBO-SACRAL | PRICE 
SUPPORT $6.50 


Made of herring- 
bone weave 2 ply 
countil, reinforced 
in back, sides and 
front with stays. 
Supplied with re- 
movable sacral 
pad and perineal 
straps. Swiss knit 
gore elastic 
comfort in sitting. 
Laced back, ad 
justable buckles 
Fig. 5” to 7” Front jn front. Addi- 
194 6” to 10” Back tional heavy web- 
bing strap en- 
circles the belt with buckle in front. Take 
measurements around the hips, 3” below 
the iliac crest. 


THE F. A. RITTER COMPANY 


4624 WOODWARD AVE. DETROIT 1, MICH. 
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(Buffered Prednisone 


All the benefits of the ‘‘predni- 
steroids” plus positive antacid 
action to minimize gastric 
— 


1. Boland, E. W., J.A.M.A. 
MERCK SHARP & DOHME 


; ebruary 25) 19 956. 2. 
Bales DIVISION OF MERCK & CO., INc. 


‘00-DELTRA ‘TRA’ and ‘CO-HYDELTRA’ are the trademarke of Muncx & Co., INC, PHILADELPHIA 1, PA. 


~ 
; 
clinical evidence’*’ indicates that to augment the 
antacids shou be routinely co-administerea 
to minimize astric distress 
ROUTINE 
CO-ADMINISTRATION 1 
: 
one) 
Multiple 
Compressed 
Tablets 
2.5 mg. or 5 mg. 
prednisone or 
\ prednisolone with ; 


1 ‘ 


BUILDING-BLOCKS 
FOR BETTER BABIES 


S-M-A° 
COMPREHENSIVE 
FORMULA FOR SOUND 


INFANT 
NUTRITION 


Wyeth offers physicians these free 
aids for distribution to mothers in 
their practice: the Mother’s Gift-Pak 
of S-M-A (for new mothers) and an 
illustrated guide, ‘“Your Baby Book”’ 
(for expectant mothers). For your 
supply, speak to your Wyeth 
representative. 
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COLOR-BREAK* 
AMPULOIDS® 


U.S.P. 
(BUFFINGTON’S) 


FOR PARENTERAL 


SIN DOSE 
NIT 


PYROGE | FREE 


COLOR ELIMINATES 
Grip‘ q 
BEND - SNAP 4 
and another 
AMPULOID® | | 
PARALDEHYDE | 
is ready for use | |) 
SUPPLIED 
2ce (12's and 100’s); | 
See or l0ce (6's, 25's, | 
and 100’s) 
Literature 
on request 


| -BUFFINGTON’S INC. 


WORCESTER 8, MASS. “USA 


*AMPULOIDS® Denotes 
4 Buffington’s brand of hermet- 
ically sealed containers. 


PHARMACEUTICAL CHEMISTS: 


TONICS AND SEDATIVES (Continued) 


A Miami man testified in court that on 
their wedding night he found his bride’s 
dog on their bed, and, when he com- 
plained, she snapped: “My dog comes first. 
If you don’t like it, sleep on the couch.” 


A man in England was granted a divorce 
when he complained under oath that, when 
their child was born, his wife had refused 
to tell him whether it was a boy or girl. 


A woman visitor at the zoo complained 
that, when she fed tidbits to a camel, he 
pulled a $4,000 ring from her finger and 
swallowed it. 


In California a tavern owner complained 
to the city council about a new gospel mis- 
sion next door. Every time somebody comes 
along, they grab him and make him take 
the pledge. 


quotes of the week 


In a Canadian restaurant, a frustrated 
would-be diner took a sign reading “Wait- 
ress Wanted” out of the window and put it 
on his table. He got service quickly. 


Visiting her son at a U.S. Army recrea- 
tion center, a mother was amazed at the 
spotless condition of the rest room adjoin- 
ing the visitors’ lounge. Then she saw a 
large sign: “Keep this place looking neat. 
Your son may have to clean it.” 


A message written by Noel Coward on a 
postcard showing a picture of Venus de 
Milo: “You see what will happen to you if 
you keep on biting your nails.” 


On the audience reaction cards passed 
out at a movie preview one question read, 
“Should anything be cut?” 

One movie-goer wrote: “Yes, several 
things should be cut, the throats of the 
writer, producer, director, and star.” 


—D. D. 


J.A.M.A., December 1, 1956 


®@ Softens hard, dry’ 


2 


whtools naturally 


f 


non-habit forming 


@ 45 years’ 
clinical use 


Dose: 1 or 2 Tbs. 


daily in formula 
Pony y, or milk. 

| oh 2 FORMS 

Liquid and Powder. 


sKNon-diastatic barley malt extract 
neutralized with potassium carbonate 


in Canada: 
CHEMO-DORUG 
COMPANY LTD., 


BORCHERDT Co. 
217 N. Wolcott Ave.,Chicago 12, Ill. 


BUY 
U. S. SAVINGS 
BONDS 


QUINIDINE SULFATE 


PAULSEN Gr. ii 


146 WEST BELLEVUE paive “PASADENA A 


AFRIEAN 


“Some place where my patients can't reach me!” 
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SAVES LOST TIME BEFORE PATIENT STARTS THE REGIMEN 


Each vial of ACHROMYCIN Intramuscular contains 100 mg. of 
Tetracycline HC], 40 mg. of Procaine HCl, 46.84 mg. of Mag- 
nesium chloride, and buffered with 250 mg. of Ascorbic acid. 
CONVENIENT IN THE OFFICE OR ON CALLS 


For antibiotic therapy choose 


HYDROCHLORIDE 
TETRACYCLINE HC! LEDERLE 


NTRAMUSCULAR 


Valuable time may be lost between the moment 
you write your prescription for a broad-spectrum 
antibiotic and the moment your patient takes the 
initial dose. To start a patient on his regimen im- 
mediately, many physicians employ ACHROMYCIN 
Tetracycline Intramuscular. A few vials in your 
bag (and in your office) make immediate potent 
therapy a certainty. 


With ACHROMYCIN you can expect prompt control, 
with minimal side effects, over a wide variety of 
infections. For your convenience and your patient’s 
comfort there are 21 dosage forms of ACHROMYCIN. 
Each one is made in Lederle’s own laboratories 
and offered only under the Lederle label—your as- 
surance of quality control. 


It's hard to beat the palatability 
of ACHROMYCIN Syrup. Any 
youngster (or adult) will like its 
sweet cherry flavor. Prescribe it 
with confidence that it will be 
taken without fuss. Potency: 125 
mg. per teaspoonful (5 cc.) 


Topical infections often respond 
dramatically to treatment with 
ACHROMYCIN Ointment 3%. This 
bland-base salve is offered in 
Y% and | oz. tubes. 


The Lederle representative or your local pharmacist 
will gladly advise you on the many other ACHROMYCIN 
dosage forms. 


> LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 


REG. U. PAT. OFF. 


A x 
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Now that waistlines are headlines... 


interest in weight reduction methods is greater than ever. 
With your prescription of one BIPHETAMINE capsule once a day, 
you combine results and convenience. 


Because of the unique principle of ‘Strasionic’ —sustained ionic— 
release, BIPHETAMINE provides even, effective, 

pre-determined appetite curbing action for 10 to 14 hours. 

In addition, work capacity is increased, mood improved. 

For predictable weight reduction, Rx Biphetamine 12% mg. or 
Biphetamine 20 mg. capsules containing a mixture of equal 

parts of amphetamine and dextro amphetamine in the form of 


a resin complex. 


PRE-DETERMINED ANOREXIA 
PREDICTABLE LOSS OF WEIGHT 


For Literature and Samples, write R. J. Strasenburgh Co., Rochester, N.Y., U.S.A. 


(Continued from page 70) 


ASSISTANT PATHOLOGIST—PARTICULARLY QUAL- 
ified in clinical pathology; with interest in teaching and 
research; for 500 bed GMS hospital+ affiliated with 
Colorado Medical School residency and research pro- 
grams; VA prerequisites, salary up to $13,760 at piec- 
turesque Albuquerque VA Hospital. Contact: Director 
Professional Services. c 

OPHTHALMOLOGIST—MOST IDEAL SITUATION 

possible; adjacent to Washington, D. C.; new medical 

building doctors only; available in January; all offices 
now rented except one for ophthalmologist; state train- 
ing and qualifications. Write to: Dr. Ben €. Jones, 

c/o F. L, Miller, 3738 Valley Drive, Alexandria, 

Virginia. Cc 


PSYCHIATRIST—ALBUQUERQUE, HIGH, DRY, SUN- 
ny for outstanding 500 bed GMS hospital+ affiliated 
with Colorado Medical School teaching and research 
programs; government prerequisites, salary to $13,760. 
Contact: Director Professional Services, VA Hospital, 
Albuquerque, New Mexico. Cc 


ASSOCIATE MEDICAL DIRECTOR—100 BED TUBER- 
culosis hospital; salary $8500-$9500, complete mainte- 
nance. Apply: Medical Director & Superintendent, Dis- 
trict One Tuberculosis Hospital, Madisonville, Ken- 
tucky, or State Tuberculosis Hospital Commission, New 
State Office Building, Frankfort, Kentucky, Cc 


PHYSICIAN—TO JOIN MEDICAL STAFF OF COPPER 
Company; office in modern well-equipped 50 bed hospital; 
unfurnished house available; salary plus exira income; 
must be able to qualify for an Arizona license. For 
further information write to: Chief Surgeon, Morenci, 
Arizona, outlining personal and professional ees 


INDUSTRIAL PHYSICIAN — FOR 11 YEAR CON- 
struction project in Pacific Northwest; $1000 month plus 
private practice; housing for man, wife, 1 or 2 children 
only; licensure by reciprocity most states; urgent. Heien 
Buchan, Continental Medical Bureau, Agency, 510 West 
Sixth St., Los Angeles 14, California. Cc 


renne MEDICINE—STAFF PHYSICIAN IN 500 
GM&S hospital+ affiliated with the residency and 
aon program of the University of Colorado Medical 
School; usual VA prerequisites; salary up to $13,760. 
Contact: Director of Professional Services, VA Hospital, 
Albuquerque, New Mexico. ¢ 


RADIOLOGISTS WANTED—TO ASSUME THE CHAIR- 
manship of a large department in a modern $8 million 
hospital* in Indiana; experience and administrative 
ability required; bed capacity over 300; developed teach- 
my mn: all replies strictly confidential. Box 2383 C, 
c/o A} 


WANTED—IMMEDIATE OPPORTUNITY FOR AN- 
other general practitioner; in small attractive industrial 
town in eastern Connecticut near major cities; approved 
modern hospital, Box 2372 C, % AMA. 


J.A.M.A., December 1, 1956 


SHAY MEDICAL AGENCY 


55 E. Washington Street 
Chicago 2, Illinois 
Service of Distinction since 1914 


East; 300 bed hespital ip 
eity of 100,000. (b) M 150 bed hospital operated by 
group of specialists; wat A head of dept. 2 well quai. 
nurse anesthestists. (c) Teaching hospital; ample opp. 

for teaching and research plus clinical work. 
GENERAL PRACTICE: (a) Calif; city of 60,000; assoc. 
with well-estab. G.P. diversified prac; $i2, 000. (b) 
Calif; 8 man grp. near S.F. (c) Fla. well estab. med. 
i excel opp. license req. (d) 6 man grp. near Wash., 
C.; good sal. start; Btnship i yr. (e) genl. é 
surg. prac; NW; start; ptnship | yr. (f) Assoc; sub. of 
Chgo. large prac, opp. (g) MW; 


prac. in city 9 4 
prac. minor fy 3 0.B. $12,000. (j) Assoc. MW; 
some surg. & O.B. City of 200,000. $10,000 min. to 
start. (k) NW; assoc. large prac. mining town of 6000 
in resort area. ‘$12, 000 start inc. mo. 

()) MW. Small grp. Own 35 bed 5,000. 
12,000. (m) Assoc. with 2 yng. G. P’s. ay suburb. 
Pere. average $1000 mo. first yr. 

HOUSE PHYSICIANS: (a) E; 50 bed hosp; $4200 plus 2 
bedroom apt. (b) E. 65 bed approved hosp.; $5000 full 
maint. incl. furnished house 

INDUSTRIAL PHYSICIANS: “(a) $; company employs 
1200; growing; 5 day wk; priv. prac. if desired; $1 !,- 
000 start. (b) Calif; are company; su rvise in- plant 
medical facilities. my, ; assoc. with indus. phys; 
deal of traumaties; some genl. $12,000 

INSURANCE: (a) consultant on all general 
facilities. $10,000 plus. (b) Supervise active 
employes health program. $10, 

INTERNISTS: (a) Chiet of Services with 
a hosp. grp. $17-$20,000. (b) Well estab. 

0. Uwn air cond. medical bidg. exc. hosp. +s 

ities. 000 ist yr. $18,000 2nd. ptnshp. (c) 

e. opp. for teaching in med. shc. To 

W. Small grp. in progressive commun- 

ty. dy osp. facilities 15,000. ie 

est. grp. in city 30,000. New clinic bidg. 
(f) SW. man grp. all 

us. type work. 

oB.- GVW: (a) MW; well-known grp. city 50,000; $12,000. 

( 


) NW; cert. not nec; well-estab. grp. city 30,000; 
joa 000. (c) on. Grp. of 5 spec. will be only one this 


$15-20, 

OPHTHALMOLOGY: (a) SW; 10 man ae. ie in city of 65,- 
000; modern clinic bidg; $12,000. (b) Calif; grp. of 
yng. spec; will be only eye man; $12,000 start. (c) 
Assoc. with Board man; near Wash., D. C.; excel opp. 
of 15 in large city; $15,000 pinshp,. 

r. ssoc. with 2 Board men only ones in draw- 
250,000; $15,000. (f) Director. Dept. 275 bed 
hosp. Excel. taff. 


200 
hosp; city 75, 000; $12,000 min. (c) S; 175 ‘bed hosp; 
develope dept. Pere. basis; $20,000 guaramiee. (d) 
assoc. Board man; SW; 250 bed hosp; $12,000 first yr. 
then ptnshp. (e) Calif. 300 bed hosp; $12-20,000. 

PEDIATRICS: (a) SW; 10 man grp. rowing rapidiy; 
city 65,000; $12,000" start. (b) Calif; assoc. with 4 
awe men; large prac; near S. F; $10- $12,000. (c) 

small. in f populated area; excel. hosp. 
facttities $12-$15, E; assoc. with orp. of 4 
internists; near (e) NW; small grp; 
new clinic bidg. twn. 15,000; — area 40,000; 
$12-$14,000. “tall Assoc. Board man. Excel. financial 
arrangements. se -— estab. med. grp. i2 spec. 
own med. bidg. 

PHARMACEUTICAL: MW; clinical invest; some 
travel; $10-$12,000. (b) MW; export div; proficiency 
Span, and French; world travel; $12-$15,000. (c) E; 
clinical invest; $10,000 min. (d) Med. dir; some 
clinical invest; primarily admins; to $12,000. (e) Easi. 
M Dir. Superv. trials ose adv. 000. 
(f) Asst. Med. MW. Resear $12-$20, 

center, fully approved. 

nanseeee.: (a) MW; active priv. lab; near Chgo; 
$12-$18,000. (b) NE; take over a in new 75 bed 
hosp; $15,000 min. (e) NW; 175 bed hosp; new lab; 
average earnings $2000 mo. (d) Calif. Assoc. Board 

man. ofe. and hosp. excel. opp for future. 

TUBERCULOSIS: Med. Dir. SW. To $10,000 plus furn. 
house and compl. maint. 

UROLOGIST: East. 17 man grp. own 130 bed hosp; $/2- 
$14,400 start; increases period. for 2 yrs then ptnshp. 


Upon request one of our oo will be mailed to 
you. Write us today—a post card will do 


VACANCIES EXIST AT VA HOSPITAL+, LINCOLN, 
Nebraska—for 2 physicians, 1 internist and one in gea 
eral medicine; hospital is GM&S with residency programs 
in internal medicine, genera! and orthopedic surgery; only 
U. 8S. citizens licensed to practice in U. 8. can be con- 
sidered, Contact: J, Melvin Boykin, MD, Manager. 


GENERAL PRACTITIONER—FOR CLINIC IN TOWN 
of 7,000; to work with 2 other general practitioners; 
200 bed general hospital 4 miles away; full partnership 
offered after 1 year with 11 man partnership which oper- 
ates 2 other clinics in the area, Contact: East Range 
Clinie, Eveleth, Minnesota. c 


GENERAL PRACTITIONER WANTED—CENTRAL 
Texas location; 50 bed hospital, 6 man clinic; salary 
$800; if training in anesthesiology and willing to re- 
lieve anesthetist, salary $1000; please include full in- 
formation and references in Ist letter. Box 2365 C, 
c/o AMA. 


WANTED—PEDIATRICIAN; FOR MEDICAL PART- 
nership of 13 Board men in Southern California repre- 
seniing 8 specialties; modern clinic in progressive area 
Write: Mrs. I. M. Calland, Business Manager, Alhambra 
ee Clinic, 1237 East Main Street, Alhambra, Cali 
ornia. 


WANTED—AMERICAN BOARD SPECIALISTS; PHY- 
sicians interes.ed in group or private prac.ice, "eaching 
research, public health, or industrial medicine; National 
and International services. Our 60th Year. WoodwarJ 
Medical Bureau, 185 N. Wabash Avenue, Chicago. C 


(Continued on page 82) 
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to help the depressed and anxiety-ridden housewife who 
is surrounded by a monotonous routine of daily problems, 


disappointments and responsibilities .. . 


With ‘Dexamyl’ you can often help her to face her problems; help her to regain 
lost interests; help her to rediscover the zest and purpose in life. The salutary 
effect of ‘Dexamyl’ is free of the dullness caused by many “‘anti-anxiety” agents 
alone; free of the excitation sometimes caused by stimulants alone. Her mood 


improved, disturbing mental and physical symptoms often vanish. 


tablets + elixir - Spansulet capsules 


smoothly and subtly relieves both anxiety and depression 


Each ‘Dexamyl’ Tablet and each teaspoonful (5 cc.) of the Flixir contains Dexedrine* 
(dextro-amphetamine sulfate, S.K.F.), 5 mg., and amobarbital, '2 gr. 

*‘Dexamyl!’ Spansule capsules are available in two strengths: ‘Dexedrine’, 15 mg., and 
amobarbital, 114 gr.; ‘Dexedrine’, 10 mg., and amobarbital, 1 gr. 


Smith, Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. 
{T.M. Reg. U.S. Pat. Off. for sustained release capsules, S.K.F. 
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HOME CARE of 
BEDFAST PATIENT 


This pod of shows for physio’ 


writen 


..TO SAVE YOUR TIME 


..TO HELP YOUR PATIENTS 


HOME CARE OF 


HE BEDFAST PATIENT | 


Use this order blank 
to obtain, free, any or 
all of the 6 different 


Here is a quick and easy way for the busy doctor to lighten the 
task of an inexperienced sick room attendant—and to make her 
efforts more rewarding: simply hand her a sheet from the Ivory 
Handy Pad on “Home Care of the Bedfast Patient.’’ Each of the 
50 identical sheets in this Handy Pad contains printed instructions 
covering the routine procedures pertaining to a chronically bed- 
ridden patient. Like its five companion titles in the series, ‘Home 


Care of the Bedfast Patient” 


was originated by Ivory Soap as a 


service to the medical profession. Only professionally accepted 


matter is included—with no advertising of any sort. 


9944/00% PURE® 


IVORY 


HANDY 
PADS — 


PROCTER & GAMBLE, Dept. A, Box 687, Cincinnati 1, Ohio 


Please send, at no cost or obligation, one of each Ivory Handy Pad checked: 


Handy Pad No. 
Handy Pad No. 
Handy Pad No. 
Handy Pad No. 
Handy Pad No. 
Handy Pad No. 


1 
4: 
5 
6 


IT FLOATS 


: “Instructions for Routine’ Care of Acne.” 

: “Instructions for Bathing a Patient in Bed.” 

: “Instructions for Bathing Your Baby.” 

Hygiene of Pregnancy.” 

: “Home Care of the Bedfast Patient.” 

: “Sick Room Precautions to Prevent the Spread 
of Communicable Disease.” 


Address 


City 


Kone_State 
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Mabel 
is 
unstable 


She just can’t help being * 
impatient and exasperating 
—it’s ‘‘that time’’ in her life. 


To see her through the menopause, 
there’s gentle ‘‘daytime sedation”’ in 


tranquilizing— 


BUTISOL’ SODIUM 


BUTABARBITAL SODIUM, McNEIL 


LABORATORIES, INC, 
sy PHILADELPHIA 32, PA. 


TABLETS 15 mg. (4 gr.), 30 mg. 
(ror.), 50 mg. (% gF.), 100 mg. 
Q“%gr.), Repeat Action 
+ 30 mg. and GO mg. 
ELIXIR, 30 mg. (4 gr.) 
perS cc. 


CAPSULES, 
100 mg. (1% gr.) 


> 
as 
4 
5 
— 
q j 
j 
- 
~ 
4 


82 


OFFICE ELECTROCARDIOGRAPHY 


your 
patzents 
ave beginning 


to expect tt..... 


Just as the “health I.Q.” of the general — has increased in 


recent years, so also has the awareness o 


diagnostic and thera- 


peutic measures been broadened. The authoritative reassurance 
of a cardiogram recorded in your own office can be as helpful 
to your patients as the early diagnosis of heart disease can be to 
your own clinical management. 


The BURDICK 


ELECTROCARDIOGRAPH 


— provides time-savin 
accurate, dependable 


features and precision engineering for 
lagnostic service. Timing and leads are 


marked automatically, and leads can be switched rapidly without 
base line shift or distortion. Preset controls simplify operation. 


See your Burdick dealer for demonstration. 


THE BURDICK CORPORATION 


MILTON, WISCONSIN 


(Continued from page 78) 


WANTED—PSYCHIATRIST AS CLINICAL DIRECTOR; 
large State hospital+; must be U. 8S. citizen, have Ohio 
license and certified in psychiatry; new house available 
nominal rent; salary $16,000; no maintenance, Apply: 
superintendent, State Hospital, Massillon, Ohio: Cc 


ASSOCIATE PATHOLOGIST — EXPANDING TEACH- 
ing hospital+ California; | clinical and re- 
search staff; salary $12,000; eligibility California li- 
censure required Write full particulars ist letter. Box 
2394 C, Y AMA 


WANTED—PEDIATRICIAN; TO TAKE OVER PRAC- 
tice in rapidly expanding suburban Sacramento, Calif- 
ornia; excellent opportunity; no financial investment; 
rs rw to assume teaching position. Box 2392 C, 

MA 


OPHTHALMOLOGIST WANTED—TO ASSOCIATE 
with certified otolaryngologist in new clinic building 40 
miles from San Francisco; excellent opportunities and 
arrangements; write background information and quali- 
fications. Box 2369 C, % AMA. 


GENERAL PRACTICE—ASSOCIATE WANTED; SMALL 
group, County seat, North Dakota; excellent hospital 
and clinic facilities; large practice; good oer. op- 
portunity for partnership. Box 2366 C, c/o AMA 


ASSISTANT WANTED—BY GENERAL PRACTITION- 
er and surgeon in small community near Columbus; good 
hospital facilities. Box 2291 C, % AMA. 


PATHOLOGIST — TO DO GENERAL AND CLINICAL 
pathology and act as associate director of laboratories; 
salary $15,000; must be Board eligible. B. J. McClana- 
han, MD, Director, Steuben County Laboratories, Hor- 
nell, New York. Cc 


INTERNIST—CALIFORNIA CLINIC REQUIRES MA- 
ture and certified internist to head department; Helen 
Buchan, Continental Medical Bureau, Agency, 510 West 
Sixth St., Los Angeles, 14. 


INDUSTRIAL PHYSICIAN—YOUNG; OUTSTANDING 
company; New York City; $10,000 plus liberal employee 
benefits. New York Medical Exchange, 489 Fifth 
Avenue, New York City. Patricia Edgerly, Director. Cc 


INTERNIST AND PSYCHIATRIST WANTED — FOR 
full time staff in 300 bed genera) hospital and mental 
hygiene clinic: service chief’s Board certified. Apply: 
Manager, VA Hospital, Wilmington, Delaware. Cc 


PHYSICIANS—WITH ONE OR TWO YEARS UROLOG- 
ical residency who desire completion of genito-urinary 
training. Apply: Director of Administration, University 
Hospitals*+, 2065 Adelbert Road, Cleveland 6, Ohio. C 


OTOLARYNGOLOGIST—FOR GROWING AREA IN 
central Washington; 7 man group; Board certified or 
eligible; salary open; potential partnership after 2 years; 
no capital required. Box 2368 C, c/o AMA 


ASSOCIATE—FOR PHYSICIAN WITH LARGE ESTAB- 
lished practice, South Jersey town 12 miles from Phila- 
deiphia; state qualifications including age, marital status 
vefereice; excellent opportunity. Box 2370 C, % AMA. 


J.A.M.A., December 1, 1956 


The 
Medical 


900 North Michigan Avenue Chicago 


ADMINISTRATION: (AA30) Med. or 
foundation; school city 


$15,000-$18. 

ANESTHESIOLOGY: 700336) Academic post; develop 
program, dir, dept, med. school & hosp. (B37) To or- 
anize, dir., anes. group, estab. later school of anes; 
50-bed gen. hosp. affiil, med. school; fee-for-service; 


E. 

ASSISTANTS: (C18) By Board surg; oa one int. ortho. 
pedics; res. tow. near univ, city, (C19) By GP; 
am pract; own hosp; adv. if int. Be or urol., not 

Partner oppor. ali 
DERMATOLOGY: (D55) Ass’ n, priv. pract; partner oppor. 


GENERAL PRACTICE: (F83) Ass'n, young GP; Ige 
pract; fire facilities, beep: coll. town, near mountains. 
Ariz; ideal climate; full partner early date. (F84) 
Ass'n, 2 man partnership; possible financial revurns 
almost unlimited; res. town, Eastern Penn. (F85) i ake 
charge of yy office of oene in small town, shori 
distances, 2 Ige cities; sal. plus %; present GP has 
been averaging $20, 000- $24,000; Pac. NW. (F286) 
Ass’n; busy gen. pract., em hasis on traumatic surg; 
early partner; should gross $18,000 to $20,000 tsi yr; 


univ. city, So. 

INDUSTRIAL MEDICINE: (G20) To join med. staff, 
highway engineering project, Indo-China; 3-yr con- 
tract; $15,000 (Fed. tax free) (G21) Two ass’t med. 
directors; one for plant, 13,500 employes, So. Carolina; 
other for new plant, Fla; $12,000 (both). 

INSURANCE MEDICINE: (K48) Ass’t med. dir; new 
regional office; major insurance company; MW. 

INTERNAL MEDICINE: (H32) Ass’n, Board internist. 
FACP; coll. town, on Hudson, near NYC; pariner 
oppor. (H33) Ass’n, 15-man group estab. p.ci. 
one with univ. hosp. training; coll. town, Calif; sum- 
mer '57. (H34) Ass’n, 4 Board men limiting prac.. w 
int. med; on faculty med. school; own clinic bidg; ‘ge 
city, med. center, So. 35) Senior iniernisi, ex» 
academic med; int. clinical survey studies; fore. 92. 

NEUROSURGERY: (124) Head new dept, one of couniry’s 
oldest groups; staff of 35; MW. 

OALR: (E64) Oph; join staff, 3 man dept, group esiab. 
’21; Calif. (E65) Oto; head dept, 16 man group; 
er include ass’n, 2 med. schools; pref. one well 
qual. ENT surg; univ. med. center. So. 

opsteTRics- GYNECOLOGY: (J93) Ass’ n, 19 man clin- 
ic, one OB-GYN; all Board or elig; univ. city, Onio. 
(394) Head dept, 7 man group; new clinic bldg; sma!! 
town, Rocky Mts; should net $15-$19,000 Ist yr. (595) 
Head dept, 5-man group; town 35,000, Texas; $15,- 
000-$18,000. 

ORTHOPEDICS: (K43) Head dept, 15 man group; expan- 
sion prog. to 20; attrac. town near San Francisco; sai. 
basis, 2 yrs; 3d, partner. (K44) Head depi, {2-man 
group; indus. town, So; $17,000. (K45) Head dep., 
group estab. ’22; new modern clinic bldg; full 

, 4th yr, resort city, Sw. 

PATHOLOGY: (L76) Head dept, vol. gen. hosp., 550 
beds; town 25,000 near univ. city, E; any type con- 
tract. (L77) Ass’t prot. path; full time; E. (L78) 
Dir. depts, 2 hosps, 170 and 80 beds, 20 miles anart; 
res. town near univ. city, So; % or sal, min. guaran- 


tee $20,000. 

PEDIATRICS: (M6I) Head dept, new gen’! hosp., serving 
Ige indus. group; if Board, $17,000-$20,000; annua! 
increases $1000 for 5 yrs; So. (M62) Ass’ n, 2 Boar 
pediatricians, Academy members; town, 50,000, short 
distances 3 med. schools; Calif. 

P & N: (P33) Newly created post; one of major indus. 
companies, E. (P34) Young psy. to head new dep., 5& 
man group; expansion prog; univ. city, MW. (P33, 
Ass’t by NP, Dipl; busy priv. pract; attrac. New Eng. 
—, = Long Island Sound; Ist yr, $15,000; 2d, $16,- 
600, 3d, $18, $00: after 3d, partner. 

RADIOLOGY: (R64) Ass’t rad; new 300 bed gen. hosp., 
foreign nase Dae leading indus. co; $20,000 (iax 
free). (R65) Dirt. dept, 12 man group; participating 
Calif. 

SURGERY: (U20) Ass’n, Board surg., chief dept, well- 
estab. group; advantageous if qual. — surg; 
Minn. (U2!) Chief of surg; new gen’! hosp., serving 
Ige indus. group; if Board, $17,000- $20. 006; indus. 
pract; min. $1000; partner after yr; Mich. 

TUBERCULOSIS: (V2) Young M.D. qual. chest diseases; 
foreign operations, leading indus. co; 2-yr coniraci; 
substantial sal., tax free. 

UROLOGY: (W58) Ass'n, Board urol; Penn. 


Please send for ~- Goatees Form. Kindly note our change 
of address to 900 N. Michigan Ave., Chicago. 


Burneice Larson sinector 


QUEEN’S UNIVERSITY, KINGSTON, CANADA — 
Applications are invited for the post of lecturer in 
Neurosurgery; the appointee will also be consultant in 
neurosurgery at the Kingston General Hospital and wil! 
receive appointments at Mental Hospitals associated witi 
the University and the Department of Health of Ontar- 
io; he must take un his appointment within the nexi 2 
years and might be required to undergo further posi- 
graduate training before finally assuming the responsi 
bility of the appointment. Applications shou:d be sent 
to: the Professor of Surgery, Queen’s University, Kinss- 
ton, Ontario, together with 3 copies each of 6 testimo- 
nials and details of the candidate’s education and service 
with the armed forces, c 


ANESTHETISTS—POSITIONS OF CHIEF, ANESTIIE- 
sia section, and nurse-anesthetist, immediately availabe: 
Deans Committee Veterans Hospitals; combined capacity. 
1190 beds; over 3000 operations annually; staf? with fac- 
ulty appointments, University of Pittsburgh Medical 
Schoo]; 10 fully approved or affiliated surgical residency 
programs: research facilities and faculty appointment 
available; applicant must be a citizen, salary commensu- 
Tate with qualifications. Apply to: Director, Professional 
Services, Veterans Administration Hospital, University 
Drive, Pittsburg.. 40, Pennsylvania. c 


DOCTORS — FOR PACIFIC NORTHWEST, WEST 
Coast and California appointmenis, write Maria Gizzi, 
Pacific Coast Medical Bureau, Agency, 1404 Central Tow- 
er Biag., San Francise» 3. Confidential—Prompt. Cc 
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“Couldn't I even have some chocolate-coated pills?” 
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complication 


MEDICAL OFFICER—GLENN DALE HOSPITAL, THE 
tuberculosis hospital for the District of Columbia; salary 
$9000 to $10,300 per annum depending on qualifications; 
sick leave, annual leave and retirement benefits; satis- 
factory completior, ot 1 year of approved residency in 
pulmonary diseases or internal medicine, or comparable 
experience required; must be eiigible for licensure in 
District of Columbia; outpatient clinic service connected 
with hospital. Address inquiries to: Medical Director, 
Glenn Dale Hospital, Glenn Dale, Maryland. Cc 


PSYCHIATRISTS, PSYCHIATRIC RESIDENTS, AND 
general physicians—Indiana’s Mentai Health Program; 
superintendent: $13,800 plus complete maintenance; as- 
sistant superintendents, clinical directors. chiefs of 
service: $11,700-$14,000; psychiatrists; $9,300-$12,900; 
psychiatric residents: $4,380-$5,760; general physicians: 
$6,900-$9.900; U. S citizenship and Indiana license re- 
quired. Write: Division of Mental Health, 1315 West 
lth Street, Indianapolis 7. Indiana. Cc 


WANTED—PHYSICIAN; PHYSICIAN TO CARE FOR 
neuropsychiatric patients in 960 bed hospital, under 
supervision of a certified psychiatrist; opportunities for 
professional and salary advances; hospital located in home 
town of University of Alabama, with many cultural ad- 
vantages; house on station available for nominal rent; 
salary ranges from $7570 to $10,320 depending upon 
qualifications. Apply: Manager, Veterans Administration 
iiospital, Tuscaloosa, Alabama. 


ORTHOPEDIC SURGEON—CERTIFIED OR ELIGIBLE; 
by outlying clinic in Mid-West metropelitan area; our 
point system makes hard work rewarding but not neces- 
sary; early partnership without investment; advanced 
pans for new suburban bldg; will guarantee minimum 
net of $18,000 the Ist year, $20,000 the 2nd; extra re- 
wards for teaching, etc.; only superior men considered. 
Box 2285 C, % AMA. 


WANTED—AN ASSOCIATE IMMEDIATELY IN LARG- 
est county seat town in s.ate; large established practice; 
modern equipment, medical secretary, registered nurse, 
and practical nurse; will do utmost to make terms agree- 
able; have recently been approved for new 35 bed hos- 
pital, fully equipped, under the Hill-Burton plan and I 
am building a new modern clinic. Call collec’ or write: 
T. J. Burns, Houston, Missouri, Phone No. 9. Cc 


WANTED — OBSTETRICIAN-GYNECOLOGIST; ASSO- 
ciation with 9 man group, leading to partnership; salary 
$16,000 with bonus, no capital outlay needed; profession- 
al and personal data requested. Box 2289 C, % AMA. 


Patricia Edgerly has been successfully placing physicians 
and medical personnel in happy situations. 


THE NEW YORK MEDICAL EXCHANGE 
489 Fifth Avenue (Opposite Public Library) 
Specialists in Selection Since 1926 


Official A.M.A. Auto 
INSIGNIA 


Distinectively the sign of a 
licensed practitioner of medi- 
cine, Embodies the Aescula- 
pian staff, the green cross, 
the initials ‘“‘M.D.’’ in du- 
rable hard-fired vitreous en- 
amels and gildine metal, Copy- 
righted, numbered, registered. 
Attaches to edge of license 
plate with clamp bracket. 
Sold to A.M.A, members only. 
Price $3.50. ( Complete. ) 


American Medical Association, 535 N. Dearborn St., Chicago 10 


YOU CAN SAFELY 
RECOMMEND 


Meybetlene 


There are no 
coaltardyes 
or any other 
harmful ingre- 

dients in May- 
bellie. Made and packaged under the most 
modern sanitary conditions, Maybelline 
Mascara answers the question of a time- 
tested eyelash beautifier—used with com- 
plete satisfaction by millions of women for 
the past 40 years. 


RLDOS LARGEST-SELLING MASCARA 


PATHOLOGIST—TO WORK WITH GROUP SERVICING 
large midwestern metropolitan hospital*+; large surgi- 
cal and autopsy service; approved 4 year residency; ex- 
cellent staff relationship; good opportunity for Board 
or Board eligible man; would accept right man to com- 
plete training and remain with group, open salary; re- 
plies held confidential; our pathologist knows of this 
opening. Box 2284 C, % AMA. 


PHYSICIANS WANTED — OPENINGS FOR PHYSI- 
cians in a general medical clinic and for general medi- 
cine on a neuropsychiatric service in a university affiliated 
1000 bed general hospital; well qualified general prac- 
titioners acceptable; salary open, not to exceed $10,320 
if not certified, no. to exceed $12,900 if certified; 
fringe benefits. Apply: Dr. A. Tomasulo, Director, 
Professional Services VA Hospital, Dayton, Ohio. c 


WANTED — ASSISTANT MEDICAL DIRECTOR FOR 
Mineral Springs Sanatorium, Cannon Falls, Minnesota; 
100 bed county tuberculosis hospital with active medical, 
surgical, out-patient and investigative programs: salary 
determined by experience; furnished house and utilities 
supplied; applicant must be male graduate of approved 
medical school and eligible for Minnesota license. Ad- 
dress: E. V. Bridge, Superintendent. c 


PHYSICIAN WANTED—FOR A 242 BED TUBERCU- 
losis hospital+ which is part of a 3000 bed center 
affiliated with Ohio State University; experienced gen- 
eral practitioner acceptable; starting salary not to ex 
ceed $12.900 for a certified physician and $10,320 if 
not certified; maximum salary $13,760. Apply: Dr. A 
Tomasulo, Director of Professional Services, Veterans 
Administration Center, Dayton, Ohio. c 


WANTED IMMEDIATELY — RESIDENT PHYSICIAN; 
railroad hospital; Indiana town of 15,000 population; 
good salary, applicant must be graduate of United States 
Class A Medical School; must qualify for Indiana license. 
Box 2258 C, % AMA. 


full time for Medical 

chool. 

DERMATOLOGIST: California. 

ANESTHESIOLOGIST: Missouri; Take over established 
practice for | year. 

SURGERY PRECEPTOR: for clinic group in Tennessee. 

ANESTHESIOLOGIST: Louisiana. 

ALLERGIST: Kentucky, A pediatrician or internist with 
training in allergy will qualify. 

TEXAS: group seeking a G. P. 

PEDIATRICIAN: Texas; consider | or 2 years’ training 
in specialty; excellent financial opportunity. 

UROLOGIST: for Alabama town; adequate hospital facil- 


ities. 
GENERAL PRACTITIONER: to take over heavy work of . 
physician wanting to retire. N. C. location. 
G.P.: for 3 man California Group. 
INDUSTRIAL PHYSICIAN: Florida. 
G.P.: associate; Louisiana. 
INDUSTRICAL PHYSICIAN: Texas. 
STAFF PHYSICIAN: TB Sanatorium. 
MEDICAL PLACEMENT SERVICE 
15 Peachtree Place, N. W. 
Atlanta Georgia 
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; Simple, reliable circuit 


* 


[Peak output tuner | 


| 2-year warranty | 


Full console 
_cabinet _ 
Attractive, sturdy, 
mobile 


Stain-resistant 
surface 


Large storage 
space 


Ready For Demonstration at Your Dealer 
THE NEW RAYTHEON ULTRASONIC THERAPY UNIT 


Here is a completely new Ultrasonic, designed 
with the features of convenience, reliability and 
performance you expect in your office or hospital 
equipment. It’s at your dealer now. Ask for a 


Exce//ence in Electronics 


demonstration. There’s no obligation. 


RAYTHEON MANUFACTURING COMPANY 


y Commerciai Equipment Division — Medical Sales 
— Waltham 54, Massachusetts 


WANTED — HOUSE PHYSICIAN; FOR HOSPITAL*+ 
with 296 beds and 36 bassinetts; for year beginning 
July 1, 1957; approved for interns, surgical, and pa- 
thology residencies; applicant must be licensed in Penn- 
sylvania, or eligible for Pennsylvania licensing; good 
salary with complete maintenance; female physician ac- 
ceptable. Apply to: D. W. Hartman, Administrator, The 
Williamsport Hospital, Williamsport, Pennsylvania. C 


ASSOCIATE WANTED — FOR WELL INTEGRATED 
general practice in western Massachusetts town, popula- 
tion 50,000, within short distance from hospitals, commer- 
cial and cultural facilities; prefer older physician who 
can share pleasant, profitable and varied work; thus keep 
advancing as a scientist and enjoy living as well; office 
building houses well-stocked medical library, X-ray, 
EKG and clinical laboratory. Box 2297 C, % AMA. 


INTERNIST —BOARD ELIGIBLE; PREFERABLY CER- 
tified; association of doctors comprised of 28 physicians 
representing most of medical and surgical specialties; 
candidate should have subspecialty interest in gastro- 
enterology; broad benefit program. For details please 
write: J. L. Hanson, Administrator, Lexington Clinic, 
190 N. Upper St., Lexington, Kentucky. Cc 


GENERAL PRACTITIONER — SOUTHERN CHESA- 
peake Bay area community of 3,000 without physician 
since recent death; citizen's committee and Medical As- 
sociation will help general practitioner establish; hous- 
ing and office space available. Box 2098, Cambridge, 
Maryland. c 


WANTED—CERTIFIED INTERNIST TO DIRECT THE 
department of interna! medicine in hospital*+ practice 
West Virginia; city of 100,000 population; remuneration: 
guaranteed salary and private fees; give details of train- 
ing qualifications and availability for an interview. Ap- 
ply: Dr. J. M. Emmett, Chief Surgeon, Chesapeake -_ 
Ohio Railway Co., Clifton Forge, Virginia. 


SURGICAL PATHOLOGY—1 YEAR FELLOWSHIP AP- 
pointments commencing July 1, 1957; Board approved; 
over 10,000 surgicals annually; $250 per month; 1 year 
prior training in anatomic pathology required; candidates 
must be graduates of Class A medical school. Write: 
Doctor Saul Kay, Medical College of Virginia, Rich- 
mond, Virginia, Cc 


BOARD ELIGIBLE INTERNIST — FOR FLOKIDA 
State Tuberculosis Hospitals; rapidly developing pro- 
gram with opportunities for advancement; beautiful hos- 
pitals; furnished houses available; liberal retirement and 
other benefits; salary dependent upon qualification. 
Write: Roberts Davies, MD, Director, State Tubercu- 
losis Board, P. O. Box 286, Tallahassee. Florida. c 


PSYCHIATRICS WANTED—SALARY $7570-$12,685 DE- 
pending upon qualificetions; 25% aditional if Board 
certified (not to exceed $13,760); approved 3 years psy- 
chiatric residency in conjunction with Northwestern Uni- 
versity; hourly commuting distance Chicago. Write: 
Manager, Veterans Administration Hospital+, a 
Illinois. 


J.A.M.A., December 1, 1956 


WANTED — INTERNIST; YOUNG, QUALIFIED oR 
certified; for established young group; unique organiza. 
tion leading to mutual security, part ownership ani! re- 
tirement; new fully accredited 120 bed hospital; North- 
western Minnesota, expanding area and plentiful recreg- 
tion. Box 2296 C, % AMA 


LARGE PHARMACEUTICAL MANUFACTURER, MIp.- 
dle west, has opening for well-trained internist or peqj- 
atrician; opportunity for creative medical writing and 
direct participation in clinical research; give full profes. 
sonal and — information; ail replies confidential. 
Box 2299 C, % AMA 


WANTED — GENERAL PRACTITIONER FOR CLINIC 
in town of 25,000; each doctor has individual practice 
and shares the following facilities: x-ray, laboratory, 
cystoscopic, physiotherapy and operating room; open staff 
100 bed hospital available. Write: R. L. Campbell, MD, 
Corsicana, Texas. Cc 


OTOLARYNGOLOGIST — CALIFORNIA; OPPORTUN- 
ity to head department in 14 man group near Sacra- 
mento, California; salary first year; early full partner- 
ship; qualifications: certified or eligible, married, milj- 
tary service completed. Write: John F. Hollister, MD, 
Woodland Medical Group, Woodland, California. Cc 


GENERAL PRACTITIONERS — IMMEDIATE OPEN. 
ings with medical group, southeastern Pennsylvania; ex- 
cellent educational opportunities, paid annual vacation 
and study period; net starting income $12,000-$15,000 
depending on training and experience. Box 2323 C, % 


PHYSICIANS—WITH OR WITHOUT PUBLIC HEALTH 
training; and pediatricians needed in maternal and 
child health program at salaries from $7895 through 
gg 5 day week, pension, civil service appointment. 

R. Krumbiegel, Milwaukee Health Department, 
city Milwaukee 2, Wisconsin. c 


WANTED—A WELL-QUALIFIED GENERAL PRACTI- 
tioner; to associate with group of 4 doctors in city of 
3,300, central Wisconsin; with own hospital of 50 beds, 
own clinic building, and drug store; a wonderful oppor- 
tunity for a young man. Contact: Dr. J. 8S. Hess, Hess 
Clinic, Mauston, Wisconsin. c 


EXCELLENT OPV?ORTUNITY—FOR PHYSICIAN IN- 
terested in becoming established 50 miles from Chicago 
as an asistant to a general practitioner; must qualify for 
AMA membership and have an Illinois license; starting 
salary $700 per month; opportunity for partnership if 
mutually satisfactory. Box 2257 C, % AM 


WANTED—BOARD QUALIFIED OR CERTIFIED MAN; 
for permanent association and future partnership in the 
ENT department with a large group in Southern Cali- 
fornia; starting salary $1000 to $1200 per month de- 
pending on age and experience; must have California 
license. Box 2140 C, % AMA. 


WANTED—AMERICAN BOARD SPECIALISTS: PHY- 
sicians interested in group or private practice, teach- 
ing, research, public health or industrial medicine; 
National and International services. Kurneice Larson, Di- 
rector, Medical Bureau, 900 N. Michigan Ave., Chi- 
cago. c 


ROENTGENOLOGIST—FOR LARGE TEACHING HOs- 
pital+ affiliated with Ohio State University Medical 
School; citizenship required; salary dependent on qual- 
ifications. Write to: Dr. A. Tomasulo, Director, Pro- 
fessional Services. VA Center, Dayton, Ohio. 


WANTED—GENERAL PRACTITIONER OR INTERN- 
ist; growing industrial community of 3000; 40 minutes 
from Milwaukee, Wisconsin; real opportunity; community 
financed clinic.. Northern Azaukee Clinic, Inc., Fredonia, 
Wisconsin. 


PSYCHIATRIST — EXPERIENCED OR INTERESTED; 
private sanatoriun, office practice and consultations; 
Southwest ‘‘health country’’; salary anticipating partner- 
ship; good opportunity. Write fully: Box 2304 C, % 
AMA. 


OBSTETRICIAN-GYNECOLOGIST — WELL ESTAB- 
lished clinic; Southwest; must be graduate of ap- 
proved medical schoo’; completing accredited residency; 
under 35; _— biographical data for review. Box 2295 
Cc, % AM 


hELLOWS—IN CARDIOLOGY AND IN PULMONARY 
disease for the year beginning July 1, 1957; large ap- 
proved municipal university teaching ‘hospital* + offers 
clinical and/or research experience in above categories; 
stipend, Box 2316 C, % AMA. 


YOUNG PHYSICIAN — INTERESTED IN WORKING 
with a group of young doctors for 1 year or more in 
southern West Virginia; industrial and general practice; 
West Virginia license required. Contact: N, F. Coulon, 
MD, Gary, West Virginia. Cc 


GENERAL PRACTICE—YOUNG MAN INTERESTED 
ic excellent opportunity in fast growing suburban com- 
munity; 30 miles from Chicago; individual practice start- 
ing salary $1000 monthly, eventual partnership. Bor 
2332 C, % AMA 


VEDIATRICIAN — TO ASSOCIATE WITH ESTAB- 
jished man in Florida; attractive living and working con- 
ditions; certified or Board eligible; qualifications with 
educational background in Ist letter. Box 2355 C, 
AMA. 


WANTED — PHYSICIAN; GENERAL PRACTICE; 8 
man group; mining company hospital for employees and 
families; office and car furnished; $10,000 with fringe 
benefits; immediate opening. Write: Box 877, Lead 
South Dakota. Cc 


WANTED — OPHTHALMOLOGIST OR EENT MAN 
for Illinois group; salary $14,000; group consists of 14 
specialists in area of 100,000 people; good schools and 
hospitals; must be Board eligible or certified. lo. 
2337 C, % AMA 


PEDIATRICIAN — 30; BOARD ELIGIBLE; FAMILY; 
priority IV; practicing in Southwest; desires to relocate 
after January, 1957, on West coast in group association 
preferably with another on have Californis 
license. Box 2364 C, % AM 


(Continued on page 88) 
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faster relief of 


the acute attack 


EDIHALER-NITRO is octyl nitrite 

(1% ) in aerosol solution; deliv- 
ered by metered-dosage nebulization, 
using the lungs as portal of entry, it 
assures faster relief than nitroglycerin 
tablets, as well as prolonged effect; it 
is free from disagreeable, irritating 
odor, and notably unburdened by 
undesirable side actions. 


To be used only with the MEDI- 
HALER® ORAL ADAPTER made of un- 
breakable plastic with no moving 
parts. Medication and Adapter fit 
into pocket-size plastic carrying case. 
One or two inhalations provide prompt 
relief of an attack of angina pectoris. 


MEDIHALER...The New Measured-Dose Principle of Nebulization 


| and for definitive therapy... 
fewer and fewer attacks 


= less and less intensity 


: -acting tablets containing pentaery- 
| tetranitrate (PETN) 10 mg. and 


Rauwiloid® (alseroxylon) 1 mg. reduce the 
incidence and intensity of attacks and 
i lead to objective improvement demon- 
be strable by ECG. Dosage: one or two 


l tablets q.i.d., before meals and on retiring 


Riker 
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PAMPHLETS ON 


MENTAL 


Reprinted from 
Today's Health 


Magazine 


EMOTIONAL HEALTH 


by T. R. RETLAW 
8 pages, 15 cents 


A discussion of release of tension through work and 
play. 


THE PSYCHIATRIST 
by EDW. DENGROVE, M.D. and DORIS KULMAN 
6 pages, 10 cents 


What he is, how he works, and what he can mean 
to you. 


EMOTIONAL ILLNESS 


by EDITH M. STONEY 
8 pages, 15 cents 


An explanation of the difference between functional, 
or psychosomatic illness, and organic illness. 


JOE’S NERVOUS BREAKDOWN 


by JOHN E. EICHENLAUB, M.D. 
6 pages, 10 cents 


A doctor tells the sufferer’s family how they can 
help when he comes home, how to deal with out- 
siders, why breakdowns occur, and how they can 
be prevented. 


HYPNOTISM—HUMBUG OR 


HEALING? by JAMES A. BRUSSEL, M.D. 

6 pages, 10 cents 
The truth is that it can be either, depending on who 
uses it, for anything in the hands of a phony ts about 
as good as a three-dollar bill. 


Write to: Order Department 


American Medical Association 
535 N. Dearborn St. Chicago 10 


[] Emotional I!lness—15c 

[] Emotional Health—15c 

Joe’s Nervous Breakdown—10c 

[] The Psychiatrist—10c 

(] Hypnotism—Humbug or Healing—10c 


Name 


Street 


City 


State 
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now together... 
for broader control 


Hydrocortisone 


a/asiam 


BEFORE: Soap-and-water 
eczema with paronychial 
involvement, of several 
years’ standing, resistant 


to coal tar and other oint- 


ments. 


AFTER 7 DAYS’ TREATMENT 


with two daily applications 
of Vioform-Hydrocorti- 
sone Cream. Note closure 
of fissures, subsidence of 
scaling, recession of edema. 


CIBA 


SUMMIT, N. Je 


An excellent combination for the control of eczematous 
eruptions, inflammation, erythema, edema, scaling and 
pruritus, Vioform and hydrocortisone is reported supe- 
rior to either of its components used alone. “Sympto- 
matic relief is frequently dramatic and complete as 
long as this treatment is continued.” ! 


Effective—where many other therapies fail... 
1. Arnold, H. L., Jr.: Postgrad. Med. 16 :492 (Dec.) 1954. 


Supplied: Vioform-Hydrocortisone Cream, containing 
Vioform® (iodochlorhydroxyquin U.S.P. Ciba) 3% and 
hydrocortisone (free alcohol) U.S.P. 1% in a water- 
washable base; tubes of 5 Gm. and 20 Gm. 


87 
_ 
j 
3 


88 


(Continued from page 84) 


WANTED—GENERAL SURGEON; BY INTERNIST IN 
Illinois town, population 5500; salary $10,000 to $12,000 
depending. on qualification; partnership in 3 years; prefer 
man less than 40; living quarters available. Box 2363 C, 
% AMA. 


WANTED—PSYCHIATRISTS AND PHYSICIANS; SAL- 
ary range to $15,000 depending on qualifications; research 
and teaching opportunities. For further information con- 
tact: Jack A. Wolford MD, Superintendent, Hastings 
State Hospital,+ Ingleside, Nebraska. 


PEDIATRICIAN—TO JOIN 14 MAN MEDICAL GROUP; 
including 3 surgical residents; 106 bed general hospital; 
college town of 3000 in West Virginia; opportunity to 
become a member of clinic partnership, Box 2310 C, % 
AMA, 


INTERNISTS AND GENERAL PRACTITIONERS 
wanted—in 2400 bed hospital+; hourly commuting dis- 
tance Chicago; salary ranges $7570-$12,685, depending 
upon qualifications, Write: Manager, Veterans Adminis- 
tration Hospital, Downey, Illinois. » 


CALIFORNIA MEDICAL BUREAU AGENCIES—FTR 
physicians placements, and hospitals and medical proper- 
ties for sale. 405 E. Green Street, Pasadena, California, 
nd S. Broadway Street, Los Angeles 14, = 
ornia, 


WANTED — OTOLARYNGOLOGIST; TO TAKE OVER 
practice in large Carolina city by January Ist; part of 
equipment for sale; should be Board certified or eligible. 
Box 2354 C, % AMA. 


GENERAL PRACTITIONER—WITH OHIO LICENSE; 
associate with general practitioner and Board surgeon, 
County seat; available immediately, Box 2292 C, “%o 
A 


INTERNIST — RECENT DIPLOMATE OR BOARD 
qualified; associate with gradual partnership for active 
practice. M. Koenigsberg, MD, 1123 Virginia St., E., 
Charleston, West Virginia. Cc 


GENERAL PRACTITIONERS — FOR COAL CON- 
tracts; net $1800 monthly: must be married, sober, will- 
ing make house calls; send fuil details; opening now 
and April. Box 2362 CC, % AMA. 


WANTED—YOUNG PHYSICIAN INTERESTED IN OB- 
stetrics and surgery; 10 associate with small group; rich 
farming area in northern Minnesota with excellent hos- 
pital and school facilities. Box 2335 C, % AMA. 


GENERAL PRACTITIONER—AGE UNDER 35; TO RE- 
place retiring MD; a group practice; population % 
million; Ohio license; $10,000 for 1st year assured while 
developing your own practice. Box 1973 C, % AMA. 


WANTED—UNMARRIED, FEMALE PHYSICIAN; TO 
assist in busy, Northern Ohio obstetrical and gynecolog- 
ie practice; special training welcome but not necessary; 
salary first, association later. Box 2220 C, % AMA. 


WANTED — ORTHOPEDIST; ASSOCIATION WITH 
nine man group leading to partnership; salary $20,000 
with bonus; no capital outlay needed; professional and 
personal data requested, Box 2288 C, % AMA. 


PATHOLOGIST—TO HEAD DEPARTMENT OF 200 
bed GM&S hospital; salary will depend upon qualifica- 
tion. Contact: Manager, Veterans Administration Hos- 
pital, Phoenix, Arizona, Cc 


ANESTHETIST WANTED—EARLY NEXT JANUARY; 
take over fee-basis work for a year, then possible ar- 
rangement; small town; Midwest; yearly gross $15,000. 
Box 2307 C, % AMA. 


OTOLARYNGOLOGIST — PARTNERSHIP; WELL-ES- 
tablished practice, medical center, connected with uni- 
versity; unlimited opportunity for well-trained man with 
academic interests. Box 2186 C, % AMA. 


WANTED—YOUNG GENERAL PRACTITIONER; TO 
join group practice; Sierra Foothills, California; give 
full details, Ist letter. Box 2338 C, % AMA. 


WANTED—FULL TIME PHYSICIAN FOR RAILWAY; 
must be eligible for license in Virginia, West Virginia 
and Ohio, and under age 55. Box 2298 C, % AMA 


WANTED—OPHTHALMOLOGIST; TO TAKE OVER AN 
active practice in Oregon; will introduce; grossing over 
$50,000. Box 2287 C, % AMA, 


INTERNS AND RESIDENTS WANTED 


The * signifies a hospital approved for internships 
and the + approved for residencies in specialties 
by the Council on Medical Education and Hospitals 
of the A. M. A. Consult Council’s approved list 
for types of internships and residencies approved. 


PSYCHIATRY—THREE YEAR APPROVED RESIDEN- 
cies; well-balanced assignments, including in-patient, 
out-patient department, child, forensic and psychoso- 
matic experience; psychoanalytically and somatically ori- 
ented therapies; suburban Chicago, convenient to vari- 
ous psychiatric training facilities, including Institute 
for Psychoanalysis; resident under sugervision of at- 
tending psychiatric faculties of medical schools in Chi- 
cago; U. S. citizenship required. Address: Louis Jensen, 
MD, Chief, Psychiatry Services, Veterans Administration 
Hospital+, Hines, Illinois. D 


RADIOLOGY RESIDENCY—FULLY APPROVED FOR 
3 years training; teaching general hospital*+; 800 beds 
out patient visits 63,000 yearly; X-ray diagnostic ex- 
aminations, 38,053 in 1955; stipend and full mainte- 
nance; organized teaching program in diagnostic and 
therapeutic radiology including isotopes; affiliated with 
New York University-Bellevue Medical Center; 4 full- 
time diplomates; openings January 1, 1957 and Septem- 
ber 1, 1957. Address: Director of Radiology, St. Vin- 
cent’s Hospital, New York.11, New York, D 


J.A.M.A., December 1, 195¢ 


AVAILABLE JULY 1, 1957—-APPROVED RESIDEN. 
cies in medicine and obstetrics-gynecology; surgical resj. 
dencies approved for training in preparation for surzica} 
specialties; 224 bed general hospital*+, modern, wel]. 
equipped; resident training program; house staff allowed 
full range under proper medical supervision; full maip- 
tenance and uniforms; monthly stipend: assistant resj- 
dents $250, residents $300. The Lawrence and Memoria] 
Associated Hospitals, New London, Connecticut, Hilliard 
Spitz, MD, Chairman, Committee on residents. D 


INTERNAL MEDICINE, PATHOLOGY, SURGERY AND 
chest diseases—in 500 bed GM&S hospital+; delightfy| 
all-year climate, outstanding teaching program under 
Colorado Medical School Dean’s Committee, with affilia. 
tion for necessary female and pediatric training; citizen. 
Ship required; housekeeping facilities available at modest 
cost. Contact: Director, Professional Services, VA Hos. 
pital, Albuquerque, New Mexico. D 


WANTED — RESIDENTS FOR YEAR BEGINNING 
July 1, 1957; 140 bed general hospital approved by 
JCAH; this is generally recognized as an outstanding 
rotating residency to equip graduates for general prac- 
tice; the groundwork is being laid to establish an ap- 
proved general practice residency; salary $325 per 
month and laundry. Dade County Hospital, Box 1)17, 
So. Miami 43, Florida. D 


MEDICAL RESIDENCY—AVAILABLE NOW; 350 BED 
general hospital*+, approved for Board certification: 
stipend $225-$275 month plus full maintenance; grad- 
uate of approved medical school. Write: Executive |)j- 
rector, Montefiore Hospital, Pittsburgh 13, Pennsylvania, 
giving full particulars. D 


APPROVED RESIDENCY IN OBSTETRICS-GYNECOL- 
ogy—first, second or 3rd year available; stipend $200- 
$250 with full maintenance and uniforms. Write: Admin- 
istrator, Hollywood Presbyterian Hospital,*+ 1322 N. 
Vermont Ave., Los Angeles 27, California, D 


APPROVED RESIDENCY IN OTOLARYNGOLOGY — 
maxillo-facial surgery and bronchoesophagology available 
July 1, 1957; North Carolina Baptist Hospital*+ affili- 
ated with the Bowman Gray School of Medicine, Winston- 
Salem, North Carolina; salary. D 


FIRST, SECOND AND THIRD YEAR APPROVED 
residencies in internal medicine available; stipend $200- 
250 with full maintenance and uniforms. Write: Ad- 
ministrator, Hollywood Presbyterian Hospital,*+ 15322 
N. Vermont Ave., Los Angeles 27, California. D 


INTERNS WITH EXPERIENCE WANTED—160 BED 
modern progressive, general voluntary hospital; surgery 
is particularly active; maintenance plus $300 monthly. 
— Hospital, 50 Greene Ave., Brooklyn 38, New 
york. D 


FIRST, SECOND OR THIRD YEAR APPROVED REsI- 
dency in urology available-——stipend $200-$250 with full 
maintenance and uniforms. Write: Administrator, Holly- 
wood Presbyterian Hospital,*+ 1322 N. Vermont Ave., 
Los Angeles 27, California, D 


(Continued on page 90) 
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MAGNACORT 


hydrocortisone diethylaminoacetate hydrochloride 


* trademark 


lodide 
Tridihexethy! Iodide 
Lederle 


ulcer relief with negligible side effects 


In controlled studies, immediate and complete relief was observed in a 
majority of patients receiving PaTHILON for severe ulcer pain. ! 
PATHILON provides not only prompt clinical symptomatic relief but also 
effective inhibition of painful spasm and hypersecretion at the ulcer site— 
with minimal undesirable side effects. 


Recommended in the treatment of peptic ulcer, gastric hyperacidity and 
hypermotility, gastrointestinal spastic conditions such as spastic and irritable 
colon, functional diarrhea, pylorospasm, and hypermotility of the 
small intestine not associated with organic change. 2 
se . ae Available in three forms: tablets of 25 mg., plain (pink) or with 
phenobarbital, 15 mg. (blue), and Parenteral 10 mg./cc.—1 cc. ampuls 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK E> 


1. “Evaluation of Drugs in the Treatment of Peptic Ulcer” by J. M. Ruffin, M. D., D. Gayer, M. D., J.S. Atwater, M. D. and B. G. Oren, M. D. 
Exhibit at A.M.A. Meeting, Atlantic City, June 1955. 


Council on Pharmacy and Chemistry, J.A.M.A. 160:389 (Feb. 4) 1956. U. Se PAT. OF Ps 
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WE 


CORDIALLY 


INVITE 


YOUR 


INQUIRY 


. . . for application 


for membership which the Emblems of RELIABLE PROTECTION 


affords protection 
against loss of income 
from accident and sick- 
ness as well as benefits 
for hospital expenses 


for you and all your ~ PHYSICIANS 
eligible dependents. : SURGEONS ; 
DENTISTS 


‘PHYSICIANS CASUALTY 


HEALTH ASSOCIATIONS 
OMAHA 2,NEBRASKA 


$4,500,000 ASSETS 
$22,500,000 PAID FOR BENEFITS 


(Continued from page 88) 


FULLY APPROVED RESIDENCY OPENINGS—AVAIL- 
able July 1, 1957; in surgery, medicine, pediatrics and 
obstetrics-gypnecology ; $225 month for Ist year residents 
plus maintenance. Write: Administrator, Memorial 
Hospital,*+ Charleston, West Virginia. 


RESIDENCIES AVAILABLE — INTERNAL MEDICINE 
and orthopedic surgery; approved 258 bed general hospi- 
tal+; stipend $2840 per annum to $3550 governed by 
residency training possessed, Contact: J. Melvin Boykin, 
MD, VA Llospitai, Lincoln, Nebraska. D 


INTERNS WANTED—BEGINNING JULY 1, 1957; 245 
bed general hospital*+ ; rotating service; all services very 
active; salary $100 per month plus full maintenance. 
Evangelical Deaconess Hospital, 4299 Pearl Road, Cleve- 
land 9, Ohio 


ST. FRANCIS HOSPITAL,*+ INC., MIAMI BEACH, 
Florida—internship rotating; 3 available immediately; 
medical residency also available. Apply: John F. Tanous, 
MD. 


FIRST YEAR RESIDENCY IN OBSTETRICS-GYNE- 
cology—available January 1, 1957; 3 year approval. 
Evangelical Deaconess Hospital*+, 4229 Pearl Koad, 
Cleveland 9, Ohio, D 


THREE YEAR RESIDENCY IN PATHOLOGIC ANAT- 
omy ad clinical pathology—in 710 bed Veterans Admin- 
istration Hospital,+ including gynecologic and pediatric 
pathology in associated hospitals and participation 
major research programs; hospital is a VA center for 
thoracic and cardiac surgery, and for treatment of tu- 
mors; yearly salary; junior resident (lst year), $2840; in- 
termediate resident (2nd year), $3195; senior resident 
(3rd and 4th year), $3550; excellent climate; pleasant 
living conditions. Write: Director, Professional Serv- 
ices, VA Hospital, Oakland, California. D 


UROLOGY RESIDENCY—PRESENT VACANCY FOR A 
first year resident in a fully-approved 3 year program, 
affiliated with New York University; training offered on 
a 50 bed service with supervision by a full-time Board 
urologist; broad experience afforded, including trans- 
urethral. perineal and radical surgery; U.S. citizenship, 
graduation from an approved medical school, and a mini- 
mum of | year of approved internship required; addi- 
tional surgical training preferred. Candidates may apply 
to: Manager, Veterans Administration Hospital+, 408 
First Avenue, New York 10, New York. D 


ANESTHESIOLOGY RESIDENCIES — APPROVED 2 
year active teaching program with unusually wide clinical 
experience; opportunities tor clinical, teaching and re- 
search appointments in hospital and medical college after 
completion of training. Write: C. M, Landmesser, MD, 
Director of Anesthesiology, Albany Medical Center,*+ 
Albany, New York. b 


J.A.M.A., December 1, 


RESIDENCIES AVAILABLE—APPROVED RES!DeEy. 


cies in medicine, surgery, pediatrics, obstetrics any 
gynecology, and general practice available July 1, 1957 
294 bea, 43 bassinet city operated hospital*+; annual) 
14,000 in-patients 8,000 out patient visits, 12,000 emer. 
gency room visits; approved 15 interns; total house sty 
30; teaching program well organized and Operating 
fundamentals and objectives of program available on re. 
quest; beginning salary $300. Write: Director, ¢j; 
Hospitals, % City Memorial Hospital, Winston-Salen 
North Carolina. D 


APPROVED THREE RESIDENCY IN INTERNAL MED 


icine available—for graduates approved schools to star 
January 1, 1957; rotation through private and stat? ser; 
ices plus pathology and participation in clinics at the 
Detroit Receiving Hospital*+; rotating services in psy 
chiatry at Lafayette Clinic, Contagion at Herman Kiefer 
Hospital, pediatrics at Children’s Hospital and course 
at Wayne University. For further information pleas 
write to: Dr. C. J. France, Director of Education, De 
troit Memorial Hospital, 1420 St. Antoine St., Detroj; 
26, Michigan. D 


RESIDENCIES AVAILABLE—MODERNLY EQUIPPED 


516 bed, GM&S, fully approved VA Research Hospital+ 
affiliated with Northwestern University Medical Schoo) 
openings now for residents in internal medicine, generg 
surgery, pathology, physicial medicine and rehabilitatia, 
diagnostic and therapeutic radiology; must be U, s 
citizens and graduates of approved schools;  stipen 
$2840-$3550, For information write: Director, Profes. 
sional Services, VA Research Hospital, 333 E, Huron st,, 
Chicago 11, Illinois D 


RESIDENT SURGEONS—WEO NEED FURTHER PRE. 


ceptorship training to meet Board requirements, or sur. 
geons who have completed their residency training 
opportunity to do a large volume of major cancer surgery 
in a research institute; 1 or 2 year appointments avai). 
able; surgeons with training in academic program pre- 
ferred; participation in research program a requirement: 
stipend $4100 annually, For further details write to 
Dr. H. C. Moss, Roswell Park Memorial Institute+, 
Buffalo 3, New York D 


RESIDENCIES—MENNINGER SCHOOL OF PSYCHiA. 


try+; approved 3 year program; balanced clinical anj 
didactic including psychotherapy and somati: 
therapies, outpatient and child psychiatry; at VA, Stat 
and Menninyer hospitals; affiliated with Topeka Institut: 
for Psychoanalysis; 5 year sppointments combining resi 
dency and staff experience for Board eligibility availabi 
at staff salaries. Write: Registrar, Menninger School of 
Psychiatry, Topeka, Kansas. 0 


OPHTHALMOLOGY RESIDENCY — DUE TO UNEX. 


pected loss of senior resident from this medical schol 
service, there is immediate opening available as resident 
or senior assistant resident for applicant with sufficient 
background; service offers generous surgical and clinical 
experience plus active participation in teaching ani 
research; generous stipend. Write: Winston Roberts, MD, 
North Carolina Baptist Hospital*+ and Bowman Gry 
School of Medicine, Winston-Salem, North Carolina. D 


APPROVED PSYCHIATRIC RESIDENCY — 500 BED 


hospital+ in Chicago medical center; Deans Committe 
supervised didactic-clinical program on 95 bed psychiatry 
and neurology service, affiliated with University of Illi 
nois, Loyola University, Chicago Medical School, Institue 
Juvenile Research, County Psychopathic Hospital, and 
large outpatient clinic. Write: Manager, Veterans Ad- 
ministration West Side Hospital, 820 South Damen Ave, 
Chicago 12, Llinois. D 


WANTED—SURGICAL RESIDENT; BY A 17 MAN 


midwest group, beginning July 1, 1957; group composed 
of young diplomates, formerly instructors and assista 

professors in university medical schools; 1 year program 
designed to train one to carry out the common surgi 

procedures useful in general practice; more than ade- 
quate salary; designed to meet the needs of outstanding 
young men desiring to do general practice in smalle 
communities. Box 2330 D, % AMA. 


PEDIATRIC RESIDENCY APPROVED — AVAILABLE 


November 1, 1956; because of sudden call to service; 300 
bed hospital*+; active pediatric service and out-patient 
department; special emphasis on heart disease and neuro 
psychiatréc problems in children; close proximity to ? 
medical schools; salary $150 and up depending on amount 
of previous training. Apply: Administrator, Mount Zio 
Hospital, 1600 Divisadero Street, San Francisco, Cali- 
fornia. D 


PATHOLOGY RESIDENCIES — ONE TO THREE 


years; Board appro ed; combined hospital*+ and medi 
colegal service, 8500 surgicals, 1300 autopsies; depar! 
ments of toxicolegy and neuropathology; 4 full-time certi- 
fied pathologists; stipend $3000 plus; 3 vacancies July 
1957. Apply: Division Legal Medicine, University 0 
Maryland Medical School, 700 Fleet Street, Baltimore * 
Maryland. D 


RESIDENT CHEST DISEASES—JANUARY _ 1, 1957 


approved hospital* +; 460 beds including 144 beds tuber 
culosis division and chest clinic; recent graduate; 1 yea 
residency or equivalent preferred; must be U, 8. citize 

eligible for California license; beginning salary $5"! 
monthly, meals, and laundry. Apply: Director, Thorac 
Service, Santa Clar County Hospital, San Jose, Cali- 
fornia. D 


RADICLOGY RESIDENT WANTED—400 BED GENEK 


al hospital*+; approved 3 year program, but will accep: 
for 1 or 2 years; start on July 1, 1957; training include 
diagnostic and therapeutic radiology, also radioisotop 
work, pathology, and active cancer clinic; supervision - 
full time diplomate radiologists, Contact: Registra 


Medical Education. The Jewish Hospital, Cincinnati . 
Ohio. 


RESIDENCIES AVAILABLE — VETERANS ADMINIS 


tration Hospital+ ; large southern medical center affiliate 
with Tulane University and Louisiana State Universi 
Schools of Medicine; fully approved; citizenship require 
openings July 1, 1957, in internal medicine, gener 
surgery, urology, orthopedics, ophthalmology, radiolos) 
pathology, and psychiatry. Apply: Manager, Veters! 
Administration Hospital. New Orleans, Louisiana. ’ 


RESIDENCY—PHYSICAL MEDICINE AND REHABIL 


itation; 1 to 3 years: approved for Board training. A? 
ply: Jerome W. Gersten, MD, University of Colorado*~ 
School of Medicine Denver, Colorado. D 


(Continued on page 96) 
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THE ORIGINAL MEPROBAMATE 


1 “I have used meprobamate in my 
general psychiatric practice since April, 1955, 
and believe it to be [a] drug of choice for 
relief of tension, anxiety and insomnia.” 


Lemere, F.: Northwest Med. 54: 1098, 1956. 


the patient [taking Miltown] 
never describes himself as feeling detached 
or ‘insulated’ by the drug. He remains... 
in control of his faculties, both mental 
and physical, and his responsiveness to other 
persons is characteristically improved.” 

Sokoloff, O.J.: A.M.A. Arch. Dermat. in press. 


ss “Of special importance is the fact 
that Miltown does not appear to affect 
autonomic balance—which in alcoholics is 
often unstable...” 


Thimann, J. and Gauthier, J.W.: Quart. J. 
Stud. Alcohol. 17: 19, 1956. 


4 “The [relative] absence of toxicity, 
both subjectively and objectively, is 
an important feature in favor of Miltown. 
In addition, there were no withdrawal 
phenomena noted on cessation of therapy, 
whether it was withdrawn rapidly or slowly.” 


Borrus, J.C.: J.A.M.A. 157: 1596, 1955. 


| 
e/ “Miltown is of most value in the 
so-called anxiety neurosis syndrome, especially 
when the primary symptom is tension. . . 
Miltown is an effective dormifacient and 
appears to have. . . advantages over the 
conventional sedatives except in psychotic 
patients. It relaxes the patient for natural 
sleep rather than forcing sleep.” 


Selling, L.S.: J.A.M.A. 157: 1594, 1955. 


MILTOWN 
MOLECULE 


discovered and introduced 


by Wi Wallace Laboratories, New Brunswick, N.J. 


2-methyl-2-n-propyl-1 ,3-propanediol dicarbamate —U.S. Patent 2,724,720 
SUPPLIED: 400 mg. scored tablets. Usual dose: 1 or 2 tablets t.i.d. 
Literature and Samples Available on Request 
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ALUDROX 


Aluminum Hydroxide Gel with 
Magnesium Hydroxide 


An effective and palatable 
containing, in each 
the equivalent 
one teaspoontul 


Dosage: One or two teaspoon- 

with water as required for 

temporary control of gastric 
hyperacidity. 


ARORA TONES 
PRIA, 


@ In hyperacidity @ In peptic ulcer 


Many physicians think of ALUDROX as a prudent antacid because it is 
balanced for therapeutic response and physiological protection. This is 
the advantage of the ALUDROX formula—a 4:1 combination of aluminum 
hydroxide and milk of magnesia. It provides prompt and prolonged 
buffering, demulcent action, and pepsin inactivation. Simultaneously, it 
offers defense against constipation, acid rebound, and alkalosis. Palatable 
suspension, convenient tablets. 


Supplied: Suspension, bottles of 12 fl. oz. Tablets, boxes of 60 and 1000. Each 
5-cc. teaspoonful or tablet contains the equivalent of 1 teaspoonful of aluminum 
hydroxide gel and % teaspoonful of milk of magnesia. 
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When you want to control edema 
think first of 


LEDERLE LABORATORIES DIVISION company PEARL RIVER, NEW YORK 


*REG. U.S. PAT. OFF. 


Acetazolamide Lederie 


A nonmercurial oral diuretic. Acts by inhibiting the enzyme 
carbonic anhydrase. Produces prompt, ample diuresis lasting 
from six to twelve hours. Morning dosage allows an 
uninterrupted night's sleep. Well-suited to long-term use. 


Well tolerated. The most widely prescribed drug of its kind! 


Indicated in cardiac edema, epilepsy, acute glaucoma, 
premenstrual tension, obesity with edema, edema associated with 
toxemia of pregnancy and edema caused by certain types of 
electrolytic imbalance. Offered in scored tablets of 250 mg. for oral 


use, and in ampuls of 500 mg. for parenteral use in critical cases. 
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appears 
cf Bey in allergic mani 
a result of unusual se 
rine a., allergy to an 

allergy exis ing asa 

Mt of he redity, a asted with induced 

immediate a., gic response which 
appears within a sho e, i.e., from a few 
minutes up to an hour. induced a., allergy 
resulting from the injectiggitaf an antigen, con- 
tact with an antigen off @imtion with a bac- 
terium. latent a., allel Bich is not mani- 
fested by symptoms b ich may be de- 
tected by tests. mental a., a condition resem- 
bling allergy but in which the — is a 
mental or emotional state. duced 
a. pathologic a. 
a condition in 
the effects o 
cold, light, 
polyvalent 
faneous a. 


2/2316" 


THA, 
A 
STANDARD 


Shortly after antihistaminic 
therapy was introduced, Pyri- 
benzamine was chosen as a 
standard among 17 antihista- 
minics compared for their 
power to inhibit histamine 
flare.t Six years later, Pyri- 
benzamine still was “probably 
prescribed more widely than 
any other histamine antagon- 
ist.’ Effectiveness in control- 
ling edema, erythema and 
whealing has made Pyriben- 
zamine an enduring antihista- 
minic standby in such condi- 
tions as allergic dermatitis and 
rhinitis, urticaria, serum sick- 
ness and drug reactions. 

1. Lovejoy, H. B., Feinberg, S. M., and 
Canterbury, E. A.: J, Allergy 20:350 
(Sept.) 1949. 2. Goodman, L. S., and 
Gilman, A.: The Pharmacological Basis 


of Therapeutics, 2nd Ed., The Macmillan 
Company, New York, 1955, p. 660. 


hydrochloride 
(tripelennamine hydrochloride CIBA) 


Dosage: One or two 50-mg. tablets 
as required. Supply: Tablets, 50 mg. 
(scored) and 25 mg. (sugar-coated). 


C I B A SUMMIT,N. J. 


| 
$5 


Brand of trichloroethylene U.S.P. (Blue) 


“Duke: University Inhaler 


No. 3160 Model-M 
FOR SELF-ADMINISTERED INHALATION ANALGESIA 


IN OBSTETRICS 
@ Notably safe and effective 


“Trilene,” self administered with the “Duke” University Inhaler, 
under proper medical supervision, provides highly effective anal- 


gesia with a relatively wide margin of safety. 


Hi Convenient to administer 


The “Duke” University Inhaler (Model-M) is specially designed 


for economy, facility of handling, and ready control of vapor 


concentration. 


@ Special advantages 


¢ Induction of analgesia is usually smooth and rapid with mini- 


mum or no loss of consciousness 


e Patients treated on an ambulatory basis can usually leave the 


doctor’s office or hospital within 15 to 20 minutes 
IN PEDIATRICS 


¢ Inhalation is automatically interrupted if unconsciousness occurs 


“Trilene” alone is recommended only for analgesia, not for anesthesia nor 
for the induction of anesthesia. Epinephrine is contraindicated when 


“Trilene” is administered. 


“Trilene” is available in 300 cc. containers, 15 ec. tubes. 


Ayerst Laboratories + New York, N. Y. + Montreal, Canada 


Ayerst Laboratories make “Trilene” available in the United States by arrangement with 


5516 Imperial Chemical (Pharmaceuticals) Limited. 
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Now- KLEEN-SPEC 
Disposable Specula for 


your Welch Allyn Otoscopes 


PATENTS 
APPLIED FOR 


Adapter for use of 
KLEEN-SPEc dis- 
posable “specs” 
with Welch Allyn 
No. 201 or No. 216 
otoscopes, $2.00. 


KLEEN-SPEc dis- 
posable “specs”, 
_ packed in transpar- 
ent tubes of 40 
each, $3.25 for 200. 


New No. 251 oto- 
scope head with 
400 KLEEN-SPEC 
disposable “specs” 
$20.50. 


¢ Use a speculum once © Throw 
it away © Replace it instantly 
with a new one. That’s the sim- 
ple, sensible procedure with these 
new Welch Allyn KLEEN-SPEC 
disposable otoscope specula. Gone 
is the danger of cross-infection, 
the nuisance of sterilization. Gone 
the problem of having enough 
clean specula. The cost is less than 
2¢ per patient. 

You can use new KLEEN-SPEC 
disposable specula on your present 
Welch Allyn otoscopes with a sim- 
ple, inexpensive adapter. 

Or, you may prefer the com- 
pletely new Welch Allyn No. 251 
otoscope head, designed especially 
for use with KLEEN-SPEC dispos- 
able specula. It weighs only half 
as much as its has 
clean modern lines and improved 
illumination. It fits all standard 
Welch Allyn battery handles. 


A major advance in instrument design by 


WELCH ALLYN 
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PSYCHIATRIC RESIDENCY VACANCIES—APPROVED 
3 year residency in conjunction with Northwestern Uni- 
versity Medical School; extensive training program in 
clinical psychology, vocational counseling, social service, 
and related fields; salary ranges from $2840-$3550; and 
for career residents $7570-$10,065; hourly commuting 
distance Chicago; citizenship required. Write: Manager, 
Veterans Administration Hospital+, Downey, Illinois. D 


RADIOLOGY RESIDENCY—ONE FIRST YEAR AP- 
pointment remains open in new 00 bed general hospital, 
main teaching unity of medical school; Ist year stipend 
$3,000, 2nd $4,000, 3rd $5,000; American citizenship; 
starting date between November 1, and February 1, is 
suitable. Apply: R. Wigh, MD, Chairman, Department 
of Radiology, Medical College of Georgia, Augusta, 
Georgia. D 


INTERNSHIPS—ROTATING: 8 AVAILABLE JULY 1, 
1957; in 300 bed modern general hospitai« AMA ap- 
proved; stipend $200 per month pilus full maintenance; 
unusual opportunity to work with Board men in all spe- 
cialties and includes staff teaching and regular con- 
ferences on all services. Apply: Director, The Niagara 
Falls Memorial Hospital, Niagara Fails, New York. D 


HOUSE PHYSICIAN—123 BED GENERAL HOSPITAL; 
northern New Yor State; salary plus maintenance. Ap- 
ly: D. J. Thomas, Executive Director, Nathan Littauer 
ospital, Gloversville, New York. D 


APPROVED RESIDENCIES—INTERNAL MEDICINE; 
available quarterly, Veterans Administration Center+, 
Dayton, Ohio; 3-4 year program, citizenship required; 
affiliated and supervised by Ohio State University Med- 
ical School, salary $2840-$4000 per year; approved for 
benefits under Public Law 550. Apply: Dr. 8S. Simerman, 
Chief, Medical Service, VA Center, Dayton, Ohio. 


RESIDENCY—INTERNAL MEDICINE; 1100 BED GEN- 
eral hospital+; 3 year; teaching unit, Baylor University 
College Medicine; female, private, out-patient medicine; 
includes all subspecialties under supervision of Board 
certified specialists; stipend $2840-$3550; radioisotopes, 
research, pulmonary function etc.; citizenship required. 
H. D. Bennett, MD, VA Hospital, Houston, Texas. D 


GENERAL PRACTICE RESIDENCY—A 2 YEAR RES- 
idency is offered at the University of Colorado Medical 
Center,*+ with a choice of programs in the second year; 
appointments are now being made for July 1, 1957. Apply 
to: The Office of Postgraduate Medical Education, Uni- 
versity of Colorado Medical Center, 4200 East Ninth 
Ave., Denver 20, Colo ado. D 


APPROVED RESIDENCIES IN PULMONARY DIS- 
eases—offering broad variety of experience in TB and 
non-TB lung disease, available July 1, 1957; teaching 
hospital+ in Health Center, Ohio State University; sal- 
aries various grades $3,456 to $5,200. Write: Director, 
Ohio Tuberculosis Hospital, Ohio State University Cam- 
pus, Columbus 10, Ohio. D 
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ANESTHESIOLOGY — ONE OR TWO YEAR RESI- 
dency fulfilling the requirements for the American Board 
of Anesthesiology certification; stipend Ist year $2400; 
second year $3000. Write to: Leo V. Hand, MD, or 
Francis J. Audin MD, Department of Anesthesiology, 
New England Deaconess Hospital+, Boston, Massa- 
chusetts. D 


RESIDENTS WANTED — RADIOLOGY RESIDENCY 
available for March 1, 1957; fully-approved 3 year resi- 
dency, including diagnosis, roentgen and radium therapy, 
and radioactive isotopes; full maintenance and monthly 
stipend. For information, write: D. S. Beilin, MD, Au- 
gustana Hospital,*+ 411 West Dickens Avenue, Chicago 
14, Illinois. 


WANTED—RESIDENTE IN PSYCHIATRY; 3 YEAR 
fully approved training program offered by Stritch Schoo! 
of Medicine, Loyola Un‘versity, Chicago, Illinois, and 
affiliated hospitals. Write for information to: Doctor 
John J. Madden, Chairman, Department of Neurology 
and Psychiatry, 706 South Wolcott Avenue, Chicago, 
Illinois. D 


RESIDENCY AVAILABLE NOW—IN 180 BED HOS- 
pital; rotating or in surgery; surgery active; foreign 
graduates with 1 yea~ approved internship acceptable; 
salary open for negotiation. Apply: Administrator, Leigh 
Memorial Hospital, Mowbray Arcy, Norfolk, Virginia. D 


RADIOLOGY RESIDENCIES — FULLY APPROVED 3 
year residencies in radiology available; 30,000 diagnostic 
examinations and 7,000 therapy treatments per annum; 
active department under full-time direction. Apply to: 
Dr. S. Schwartz, Jewish Hospital of Brooklyn,*+ 555 
Prospect t’lace, Brooklyn, New York. D 


FIRS™ AND SECOND YEAR RESIDENCIES IN IN- 
ternal medicine available—July 1, 1957; 375 bed hospi- 
tal*+ with 3 year Board approval; teaching by diplo- 
mates of specialties; excellent facilities for research; 
stipend $300 month with partial maintenance; Box 
2340 D, % AMA. 


RESIDENTS IN RADIOLOGY FOR JULY 1, 1957; 
large hospital+ with full-time staff qualified radiologists 
and consultants; affiliated with medical schools; fully ap- 
proved 3 year course in X-ray diagnosis, X-ray and 
radium therapy and radioisotopes. Write to: Chief, 
Radiology, V. A. Hospitai, Bronx, New York. D 


AN¥FSTHESIOLOGY APPROVED TWO YEAR RESI- 
dency—250 bed community hospital*+, training in all 
branches of anesthesia; hospital affiliations; $1800 Ist 
year; $3600 2nd year; full maintenance; applications 
accepted for July 1, 1957 and September 1, 1957. Box 
2259 D, % AMA. 


ANESTHESIOLOGY RESIDENCIES—AT UNIVERSITY 
of Minnesota Hospitals, Minneapolis Veterans Adminis- 
tration Hospitals and associated hospitals; an opening 
every 4 weeks. Address: Frederick H. Van Bergen, 
MD, Director of Anesthesiology, University of Minne- 
sota Hospital, Minneapolis, Minnesota. D 


FULLY APPROVED RESIDENCIES—THREE YEARS 
in internal medicine, 3 years in pathology, 2 year ap- 
proved; all teaching by diplomates; joint program of an 
educational and research foundation with an accredited 
hospital+ in a large southwestern city. Box 2038 D, 
% AMA 


PATHOLOGY RESIDENCIES AND HEMATOLOGY 
fellowships—in Baylor University Hospital*+, Dallas, 
Texas; approved 4 years PA and CP under 4 certified 
pathologists and several PH.Ds; opportunity for research 
and advanced degrees; $2140 to $3900 plus. Write: Dr. 
J. Hill for brochure. D 


FULLY APPROVED OBSTETRICS -GYNECOLOGY 
residency—320 bed non-sectarian, non-profit hospital+ ; 
California license or eligible; stipend $400. Apply: E. C. 
DeLear, Assistant Administrator, Saint Francis Mem- 
orial Hospital, 900 Hyde Street, San Francisco 9, 7 
fornia. 


PEDIATRIC AND MEDICAL RESIDENT—AVAILABLE 
July 1, 1957; 1 year approved program in medicine; 2nd 
year pending following inspection; 2 year approved pro- 
gram in pediatrics; both programs affiliated with large 
charity hospital. Apply Administrator, Baptist Hospit- 
al*+, Nashville, Tennessee. D 


PATHOLOGY RESIDENCY—FULLY APPROVED; 325 
ped teaching hospital*+; 4 year program for certifica- 
tion; research encouraged; opportunity for participation 
in medical school program: $3300 to $6000 according to 
year of service. Lee N. Foster, MD, Pathologist, St. Vin- 
cent’s hospital, Indianapolis, Indiana, D 


RADIOLOGY—FIRST YEAR RESIDENCY*+ AVAIL- 
able summer 1956, New England; fully-approved 3 year 
program including isotopes, radiation therapy, mega- 
voltage; 3 full time Board radiologists plus physicist; 
monthly stipend $150 plus $80 family allowance, Box 2329 
D, % AMA. 


PEDIATRIC RESIDENCY—IN FULLY APPROVED 100 
bed pediatric hospital; teaching unit, University of Ne- 
braska and Creighton University Schools of Medicine and 
their graduate schools; an active acute service; eligibility 
for license required. Write: Administrator, Children’s 
Memorial Hospital, Omaha 5, Nebraska. D 


FIRST AND SECOND YEAR RESIDENCIES IN SUR- 
gery available—July 1, 1957; 375 bed hospital*+ with 3 
year Board approval; education by Board diplomates; 
excellent facilities for research; stipend $300 per month 
with partial maintenance, Box 2341 D, AMA. 


PSYCHIATRIC RESIDENTS—NEW 5 YEAR PLAN 

ing $38,100 offerina 3 fae fully approved training 

n a university psychiatric institute+ followed by 2 years 

supervised experience; oven only to graduate: ap- 
proved medical colleges. Box 2336 D, % AMA. 


ANESTHESIOLOGY RESIDENCIES—UNIVERSITY OF 
Utah and affiliated hospitals+ ; also VA career residency; 
next vacancy June, 1957, Contact: Carter M. Ballinger, 
MD., Division of Anesthesiology, University of Utah, 
Salt Lake City, Utah. D 


PATHOLOGY RESIDENT—ONE YEAR; PATHOLOGIC 
anatomy; opportunity for research; available immediate- 
ly; stipend $4800 year. Write: Dr. G. Amromin, Patholo- 
gist, City of Hope Medical Center+, 1500 R. Duarte 
Rd., Duarte, California. 


(Continued on page 100) 
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“This diet is a fabulous trick—it 
will make your stomach disappear!” 


THE WORLD’S MOST WIDELY READ 
MEDICAL JOURNAL RECEIVES 
ENDORSEMENT EVERYWHERE! 


Advertising in JAMA is read by more physicians than in any other medical journal. 
The general response to JAMA is demonstrated by what this advertiser has to say 
about his classified ad in THE JOURNAL OF THE AMERICAN MEDICAL 
ASSOCIATION: 


“Your advertising media is terrific! With one ad I sold an elevator 
that I had been trying to sell for three years. 1 had four calls from 
over the country in 1 week. . . . Just thought I’d let you know 
that you are doing a swell job.” 


THE RESULTS OF JAMA SPEAK FOR THEMSELVES 


for advertising rates write to: 


AMERICAN MEDICAL ASSOCIATION 
535 N. DEARBORN ST., CHICAGO 10, ILL. 
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OPPORTUNITY—FOR RESIDENCY TRAINING FOR A 
limited number of physicians starting January 1957 or 
July 1957; accredited for 2 years training. For further 
information contact: Jack A. Wolford, MD, Superin- 
tendent, Hastings State Hospital,+ Ingleside, Nebraska. 


SURGERY RESIDENCY—3 YEAR APPROVED PRO- 
gram*+; training includes general, orthopedic, thoracic 
and neuro-surgery, additional work in gynecology, and 
pathology; lst year opportunity available July 1, 1957; 
$3300 beginning stipend. Box 2324 D, % AMA 


ANESTHESIOLOGY RESIDENCY—BOARD AP- 
proved; 380 bed hospital*+; all types of surgery; 11,000 
anesthetics per year; liberal stipend, Write: Dr. Lloyd 
H. Mousel, Director of Anesthesia, Swedish Hospital, 
Seattle Washington. D 


APPROVED RESIDENCY NOW AVAILABLE PATHO- 
logic anatomy—250 bed hospital*+; stipend $2100-$3000 
yearly; active teaching program; pleasant surroundings. 
Apply: S. K. Kurland, MD, St. Anthony Hospital, 16th 
& Quitman, Denver, Colorado. D 


WANTED — TWO SECOND YEAR SURGICAL RESI- 
dents; graduates of approved schools only; for 350 bed, 
inidwestern hospital, with full 4 year approved general 
surgery program. Box 2322 D, % AMA. 


RESIDENT PATHOLOGIST—FOURTH YEAR MAN TO 
complete training in approved residency with large mid- 
western metropolitan hospital*+ and remain with group 
if satisfactory. Box 2283 D, % AMA. 


RESIDENCIES WANTED 


SURGERY—SENIOR RESIDENCY FOR COMPLETION 
of Board requirements; well-trained; American grade 
A medical school; references, university ter V7 avail- 
able immediately. or later. Box 2325, % AMA. 


LOCUM TENENS WANTED 


RADIOLOGIST—TO ASSIST FOR ANY GIVEN INTER- 
val to July 1, 1957; $1200 per month; possible permanent 
association with increasing salary or partnership. Box 
2275 G, % AMA. 


SITUATIONS WANTED 


KADIOLOGIST—DIAGNOSTIC; ASSISTANT PROFES- 
sor in famous eastern teaching center; experienced in 
ungiography and pediatric radiology; desires own de- 
partment or association with established radioloigst in 
south eastern or south western town near the sea, Box 
2387 I, Y AMA. 


GENERAL PRACTITIONER—WITH SURGICAL EXPE- 
rience; desires association with individual or small 
ciinie doing surgery with general practice; veteran, 32, 
married; 2 years surgical residency; available January. 
tox 2375 I, % AMA, 


AVUROXIMATELY FOUR HOUR A DAY PERMANENT 
position sought—available full time occasionally when 
needed; Northeast quarter USA; general practitioner age 
nite — veteran; will send references, etc. Box 2395 

» Yo AMA. 


RADIOLOGIST—MD, JEFFERSON; 7 YEARS VERY 
successful private practice, radiology; seeks vssociation 
with 1 other Board radiologist; towns, 25,000; up: age 
10; Diplomate. Woodward Medical Bureau, 185 N. Wa- 
bash, Chicago. I 


PSYCHIATRIST — BOARD ELIGIBLE; MARRIED; 
now clinical director school mentally deficient and epi- 
leptics; over {0 years experience, — adminis- 
trator; desires position work with mentally ill and op- 
portunity for further training. Box 2390 |, % AMA. 


VPATHOLOGIST—33; CERTIFIED PATHOLOGIC AN- 
atomy; eligible clinical pathology; married with family; 
desires permanent location in private practice of path- 
o.ogy, either as associate or laboratory director. Box 
2393 I, % AMA. 


RADIOLOGIST — 32; CERTIFIED DIAGNOSIS AND 
therapy; authorized for isotopes including Co-60; 3 years 
experience since training including academic ‘appoint- 
ment; military service completed; married; immediately 
available. Box 2388 I, Yo AMA. 


RESEARCH TECHNICIAN—PATHOLOGICAL; EXPE- 
rience in tissue, electronmicroscopy, photegraphy; look- 
ing for a well-paying challenge; opportunities; prefer 
research assistantship; may consider chief technician. 
Bex 2380 I, AMA. 


SURGEON—YOUNG; BOARD CERTIFIED; 3 YEARS 
general practitioner before specializing; wish to associ- 
ate with small congenial group or Ted FACS; licensed 
Illinois, Texas. Box 2379 I, % AMA 


AAGP MEMBER—AGE 32; VETERAN WITH FAMILY; 
National Boards, class A school; congenial; 2 years rur- 
al practice; desires association with mixed or generalist 
suburban group, Box 2391 I, % AMA, 


ROENTGENOLOGIST—(DIAGNOSIS AND THERAPY) 
middle-aged; family; Georgia license; desires position, 
association or location for private practice, Box 2378 I 
Y AMA. 


ANESTHESIOLOGIST—PART 1 AMERICAN BOARD; 
31; veteran; married; presently head of anesthesia de- 
partment 220 bed hospital; wish to relocate; prefer New 


Jersey or Pennsylvania. Box 2396 I, % A 


PROCTOLOGIST—BOARD QUALIFIED AND AVAIL- 
able upon completion of residency, June 1957; desires 
good location; solo, association, or group; best refer- 
ences, Box 2376 I, % AMA, 


CERTIFIED PATHOLOGIST—29; DIPLOMATE CLIN- 
ical pathology and pathologic anatomy; competing mili- 
tary service March 1956; prefer Group 
type practice. Box 2371 |, “eo AM... 


JONITAR 


| 
‘TAR BATH 


liquid concentrate 


TAR BATE 


Contains 40% Juniper Tar 
(Cade Oil U.S.P.) in a water- 
miscible emulsion base, pH 4.5. 


Scientifically formulated for the 
treatment of 


PRURITIC DERMATOSES 


seborrhea 

@ psoriasis 

e contact dermatitis 

© atopic dermatitis 

senile pruritus 

e pruritus vulvae 

@ generalized eczema 


Provides effective, soothing 

relief to patients with itching skin 
disorders. Just add 

JUNITAR to tub of 

lukewarm water. 

Easy * pleasant to use * non- 
staining * anti-inflammatory 


FREE professional samples 


Write for your JUNITAR samples 
and literature today. 


MARCELLE PHARMACEUTICALS 

Department 56 

Division of Harcelle Cosmetics, Inc. 
CHICAGO 47, ILLINOIS 


Distributed in Conede by PROFESSIONAL SALES CORPORATION, * 
1434 St. Catherine St., West Montreal, Conede 


Please mention the Journal 


when writing advertisers. 


SOLID BRONZE NAME SIGNS 


Cast, raised letters, —— with screws 


OH COVINGTON, M.D. 


PHYSICIAN AND SURGEON 
3°x14"—$14.70 .80 
4”x14"—$19.60 4”x16"—$22.40 4”°x18"—$25.20 
5”x16"—$28.00 5”x18"—$31.50 5”x20”—$35.00 
6”x18"—$37.80 -6°x20"—$42.00 6°x25”"—$52.50 


Other sizes 35¢ per sq. in. Minimum, $7. Signs 
with wording on both sides 60c per sq. 


COLLECT 
PLEASE SEND CHECK WITH ORDER 


LAUER METAL SHOP 


1516 E. Baltimore Street Baltimore 31, Md. 
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GENERAL SURGEON—39; WELL-TRAINED; BOARD 
~~. wishes industrial connection in the south west 
America; available January Ist. Box 2385 |, 


INTERNIST—BOARD CERTIFIED; 35; DESIRES = 
sition with to concentrate on cardiology, 
2381 I, % AMA 


OPHTHALMOLOGIST — BOARD CERTIFIED; PRIOR- 
ity IV; experienced; desires private practice, location, 
association or group. Box 2373 I, % AMA, 


PHYSICAL MEDICINE — 44; FAMILY; DIPLOMATE 
American Board; desires Girectorship rehabilitation cen- 
ter preferably hospital medical school affiliation; experj- 
enced heading large departments, clinical resear; h, 
university affiliation 10 years, Box 2361 I, % AMA 


INTERNIST—BOARD ELIGIBLE; UNIVERSITY 
pital trained; sub-specialty cardiology; Diplomate Na- 
tional Boards; age 35; family; desire permanent loca- 
tion, private practice or association, general medicine or 
specialty. Box 2281 I, % AMA. 


OBSTETRICIAN AND GYNECOLOGIST—AVAILABLE 
July 1957; graduate of University of Toronto, Diplomate 
of National Board; New York license; 4 years specialty 
training; Board eligible; will AM, anywhere but pre- 
fer eastern States. Box 2277 I, A 


INTERNIST—CERTIFIED; COMPLETING RESIDENCY 
diagnostic radiology; interested gastroenterology and 
qualified g-i X-ray; some private practice experience; 
35; hard worker, family man, churchgoer; seeks asso- 
ciation; complete details requested. Box 2266 I, % AMA. 


AVAILABLE—AMERICAN BOARD SPECIALISTS TO 
head departments, join groups, etc.; physicians for pri- 
vate practice, assistants or associates, industry, public 
health. Please write for recommendations, Shay Medical 
Agency, 55 E. Washington, Chicago, I 


WHEN IN NEED OF AMERICAN BOARD SPECIAL- 
ists to head departments, physicians for private prac- 
tice, public health or industry, please write for 
recommendations. Burneice Larson, Director, Medical 
Bureau, 900 N. Michigan Ave., Chicago. I 


PEDIATRICIAN—BOARD CERTIFIED; WOMAN; 41; 
experienced private and consultation practice; has held 
clinical teaching appointment; desires teaching position 
or part-time consultation with group; prefer mild climate. 
Box 2320 I, % AMA. 


GENERAL SURGEON — BOARD QUALIFIED; 34; 
family; university trained; complete military obligation 
February, 1957; licensed in Connecticut and Maryland; 
desires association with individual or group. Box 2313 I, 
Y AMA. 


GENERAL SURGEON—FAMILY; VETERAN; CHIEF 
resident large charity hospital; available July, 1957; ex- 
cellent training in surgical specialties including thoracic; 
prefer group association in south. Box 2357 I, % AMA. 


SURGEON—MIDDLE AGED; WITH WIDE EXPERI- 
ence in general and industrial surgery; desires new lo- 
cation; prefer full time industrial position in East. Box 
2343 I, % AMA. 


GENERAL SURGEON—37; MARRIED; BOARD CERTI- 
fied; thoracic training; 4 years chief surgeon hospital 
group; desires oa Sik an individual or partnership 
basis, Box 2351 I, % AMA, 


FLORIDA LICENSED FACS, WHO LIKES GENERAL 
practice—wants to become associated with general sur- 
 ! or general — in Florida, Box 2358 I, % 


GENERAL SURGEON—34; MARRIED; BOARD QUAL- 
ified; university hospital trained; experienced traumatic 
and general surgery; leaving military service; available 
immediately; prefers midwest. Box 2321 I, 9 


ANESTHESIOLOGIST — BOARD ELIGIBLE W1TH 2 


years experience; married; 3 children; 5 nage | a depart- 
ment or partnership; East preferred. Box 2328 I, % 


PROFESSIONAL AND TECHNICAL AIDES 


WANTED—(a) omer MED TECH; | other tech empl, 
active lab, 100 bd vol gen hosp; to $5400; impor twn 
20,000, SW. (b) “MED TECHS; pref | a qual Bio- 
chem; 250 bd ped hosp, excel med, > sta - —_ 
Ige univ med etr; MidE. (c) MED TEC bd gen 
hosp; about $5000; Alaska. (d) CHIEF WED TECH; 
female; supv app’t in outstand’g, well est priv clin 
lab; dir b oT clin chemists; impor univ med ctr, E. 
(e) TISS ECH; clin lab supv by 6 cert .1 
$200; Calif. LAB & X-RAY TECH; new, 35 bd 

en hosp, excel equip & facil; lovely resort area, So. 
g) 2 MED TECHS; female; vol gen p 250 bds, 
med sch affil; resid area nr NYC. Ah) CHIEF MED 
TECH; 2 others empl, —_ in ch Ba / bd The hosp; 
$3900, furnished apart; sm twn; (i) BACTER!- 
OLOGIST; fully By vol gen bds; $4200; 
Ige ae a nr Chgo. (j) CHIEF MED TECH; | other 
tech bd apprv'd gen hsp; nr lovely resort areas; 
NE. Woodward Medical Personnel Bureau, 185 N. 
Wabash, Chicago. 


CLINICAL LABORATORY TECHNCLOGISTS — POS!- 
tions now open in hematology, clinical chemistry, histo!- 
ogy, and blood bank, due to expansion of facilities; 650 
bed, new ~~! general hospital*+; 8 certified path- 

in a approved school of medical tech- 
nology; salary range '93700-$5200, depending on train- 
ing and experience; 40 hour week, paid sick leave, paid 
vacation and other liberal personnel policies; pension 


plan; no night calls, Apply: Dr. Melvin Oosting, Direc- 
tor, Dinanostie Laboratories, Miami Valley jospital, 
‘on 9, jo 


WANTED—ASCP REGISTERED LABORATORY TECH - 
nicians ; for 250 bed ceneral hospital; salary open, depen- 
ing on experience and training. Apply: Charles Chesner, 
MD Vathologist, St. Joseph Hospital, Lorain, Ohio. 


(Continued on page 104) 


— 
— 
| 
| 
| 
| _ 
| 
| 


..- dependably stable in gastric acid 
“ the great proportion of the drug administered 
passes through the stomach unaltered. . . .”” 


dependably absorbed 
«and reaches the intestine where absorption read- 
ily takes place... .”' 


eee dependably effective ‘ 
* _ because of its resistance to acid degradation and 
the fact that its absorption is not interfered with by ... 
food, . . . [it] has a [degree of] dependability lacking in 
previously available oral penicillin preparations.” 


1. Welch, H.: Antibiotic Med. 2:11 (Jan.) 1956. 


Oral Penicillin for Fast, Dependable Performance Ora Wise th 


Pen VEE Oral is Penicillin V, Crystalline (Phenoxymethy! 
Penicillin), Teblets 
PEN + VEE Suspension is Benzathine Penicillin V Oral Suspension 
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Full Day’s Work 


full 24 hour protection 


(Wood engraving by Bernard Brussel-Smith for the Armstrong Cork Company.) 


Many industrial jobs are impossible for a man with coronary insufficiency. 


Now, however, 1 tablet of METAMINE SUSTAINED, morning and evening, will 


help protect him from attacks of angina pectoris. 


Shes. Leeming Ce Suc 155 East 44th Street, New York 17, N.Y. 


Soul 
| La ft pa 
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Without Angina Pectoris 


for 8 out of 10 angina patients 


In rigorous clinical trials,!| METAMINE 
SUSTAINED improved 80 (78%) of 103 
patients with angina pectoris, including a 
group refractory to other medication. 


Each METAMINE SustTaINeED tablet slowly 
releases 10 mg. of METAMINE, the unique, 
amino nitrate, to provide enduring, 12-hour 
protection from anginal attacks. 


Simplified dosage—just 1 tablet on arising, 
and 1 before the evening meal. 


Greater economy for your angina patient. 


Supplied: Metamine SustaineD, 10 mg., 
in bottles of 50 sustained-release tablets. 
Also available: METAMINE, 2 mg., and 
METAMINE (2 mg.) with BUTABARBITAL 
(4 gr.), bottles of 50 tablets. 


Fuller, H. L. and Kassel, L. E.: Antibiotic Med. and Clin. Therapy, 3:322, Oct., 1956 


Metamine 


Triethanolamine trinitrate biphosphate, LEEMING, 10 mg. 


Sustained 


103 


| 
e ‘ 
A 
night 
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TRANSAMINASE 


SGO-T and SGP-T 


Glutamic Oxaloacetic and 


Glutamic Pyruvic Transaminase 
according to Cabaud, Wroblewski et al., 
(Journal of Clinical Pathology, 1956) 


with 


LUMETRON Clinical 
Colorimeter Mod. 401-A 


Write for descriptive Bulletin +406 
and for detailed instructions with 
price list of reagents for Transaminase 


150 page Reference Book for 82 other 
determinations, available separately $3. 


PHOTOVOLT 


CORPORATION 
95 Modison Avenue New York 16,N.Y 


The Journal classified ads 


bring good results. 


STAMP IT! It’s the Rage} 


ANATOMICAL 
RUBBER: 
STAMPS 


Hundreds available of all) 
parts of the human bod 
Busy doctors can pinpoint, 4 
clarify and simplify 
tients’ ailments, Not only 
is there a pictorial record 4 
of every ailment, but doc-¢ 


tailed, time-consuming$ 
word-of-mouth explanation.¢ 
Stamps from any _ sketch 4 
submitted can also be made. 


Determine what you need 
in your practice. 4 


Write for 1956 FREE 
16-page Catalog ) 
(AU drawings shown actual size) 


PAll types of plastic and metal plates manufactured. 

Exquisitely precision engraved desk and door plates4 

add dignity to your office. MOSS personalized stamps¢ 

band plates make wonderful and highly “write for 

pzifts for friends, associates, Writ 
es 


| Details and Pr 
2 METAL POCKET 


RUBBER STAMP 4 
4 This DeLuxe 
Model has 
‘Finger-Tip’ 
Control. 
4 
4 


)Self-locking case. Inked and 
ready for instant use, Any 3- 


Pline text x 2” area. 
>POSTPAID. 


Gold Plated DeLuxe Model $3.50 
All stamps “GIFT BOXED’’ for Xmas 


SAMUEL H. MOSS, Inc.. 


36 E. 23rd St, | New York 10, N. Y. Dont. MA-1201¢ 
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WANTED—(a) CLINICAL BACT. and, wy 3 MED. 
TECHS; county lab; attrac, health resort & coll. town, 
E; $5000-$5200 & $4000, respectively. (b) CHIEF 
X-RAY TECH; qual. dir. X-ray school of technology; 
Ige gen. hosp; coli. town, So. (¢) TECH; trained 
med, parasitology; univ. dept of microbiology, MW. 
(d) MED, TECH; office of 3 internists; med. school 
city, W. (e) Two MED. TECHS; hosp; 
sort, Conn; short distance $4000- 
a (f) MED. TECH; 250 bed hosp: resort town, 
$325-$400. (g) 4. 200 bed gen. 

pe man with degree, supervisory exp; res. town, 
Penn. (h) Research ass’t; virolog training req; Ige 
hosp, affil, med. school; $4000- Medical 
Bureau, Burneice Larson, Director, 900 N. Michigan 
Avenue, Chicago. 


PRACTICES FOR SALE 


COLORADO—UNUSUAL OPPORTUNITY; BUSY GEN- 
eral practice in rural Colorado; 5 local ee excel- 
lent income; most liberal terms on equipment; leaving 
for specialty training June 1957. Box 2377 P, % AMA. 


INDIANA—RECENTLY REMODELED 14 ROOM HOME- 
office combination with well-organized practice grossing 
$36,000; drugs and equipment included at $25,000; terms 
to suit. Box 2273 P, % AMA. 


IOWA—WELL-ESTABLISHED GENERAL PRACTICE; 
southwest Iowa; recently remodeled home—office and good 
equipment; lea to take administrative position. 
Write: P. L. Spencer, MD, Essex, Iowa. P 


NORTH CAROLINA—GENERAL PRACTICE; IN CEN- 
trally located city of 10,000; excellent hospital facilities ; 
minor surgical privileges; schools, churches and 
cocressea facilities; gross $30,000 plus. Box 2374 P, 


NEW YORK—RIDGEWOOD, QUEENS, LONG ISLAND; 
30 year general practice; fully-equipped office (EKG, 
BMR fluoroscope, etc.), and home; sale because of death; 
excellent location. Box 2382 P, % AMA, 


NEW YORK — OFFICE AND PRACTICE OF DE- 
ceased internist; fully-equipped, excellent condition; 
ideally located in populated area of Pag Hills, Queens 
County, New York, Box 2389 P, % AMA. 


OKLAHOMA — LONG ESTABLISHED DERMATOLOG- 
ical practice for sale; due to death; fully-equipped office 
in air-conditioned building; will introduce to patients. 
Mrs. Vera Bondurant, 253 N. W. 35, Oklahoma City, 
Oklahoma, P 


OREGON — GENERAL PRACTICE; 10,000 POPULA- 
tion; near hunting. fishing; grossed $38,000 with most 
surgery referred although surgical and hospital privileges 
available; lease on modern complete office; specializing; 
or temporarily associate. Write: Box 2300 


OREGON — GENERAL PRACTICE; MODERN COM- 
letely equipped office; excellent opportunity for young 
ndustrious physician; an $48,000 in 1955; leaving to 
specialize. Box 2302 P, % AMA. 


PENNSYLVANIA—SALE, ACTIVE, LUCRATIVE, OPH- 
thalmological practice; growing community 100,000 near 
hunting, fishing; available immediately; well-equipped, 
air-conditioned, modern office, good location; eye service, 
new hospital; unusual opportunity; no opposition. Box 
2265 P, % AMA. 


VIRGINIA — ESTABLISHED EAR, NOSE, AND 
throat practice; in metropolitan area; family demands 
force splitting of 2-city practice with complete equip- 
ment; will introduce, remain associated as desired; 
terms. Box 2164 P, % AMA, 


WISCONSIN—FOR SALE; FULLY EQUIPPED DOC- 
tor’s office and modern home; due to death; well-estab- 
lished general practice with 2 hospitals available at 10 
and 22 miles; only practice in locality. Address replies 
= Mrs, G. W. Reis, Box 617, Junction City, W ex 
sin, 


APPARATUS ETC. FOR SALE 


14 x 17 X-RAY CABINET—8% x 11 MEDICAL REC- 
ord file; both with sliding doors; 3-5-8 compartment 
size; price starts $75; 50% discount on new X-ray in- 
tensifying screens; America’s largest distributor of X-ray 
cabinets; catalogue. Hanley Medical Equipment Com- 
pany, 5614 South Grand, St. Louis 11, Missouri. Q 


FOR SALE — COMPLETE EENT EQUIPMENT, IN- 
cluding deluxe Bausch & Lomb refracting unit with 
Green's refractor, bronchoscopic equipment, audiometer, 
complete EENT surgical instruments; everything excel- 
lent condition. Contact: Harold Wilken, Kankakee Clinic, 
Volkmann Bldg., Kankakee, Illinois. Q 


BRAND NEW SURPLUS—14 X 17 BUCK CASSETTES 
with mid-speed screens, 642; lead lined storage chests, 
mobile, gray hammertone, $37. Price F.0.B. New York. 
Medical Salvage Co., Inc., 217 E. 23rd Street, New ~~ 


ISTACOUNT. 


New York 


PROFESSIONAL 
PRINTING COMPANY, INC. 
NEW HYDE PARK, N. Y 


(Continued on page 106) 
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HANSON 
DIETETIC SCALE 


The standard diet scale of the medi- 
cal profession for controlled diets. 
Rotating dial eliminates computation 
as each item of food is added on the 
serving plate. 
Capacity 500 grams by grams, 
steel white enamel 
body, easy to 


Model 1411 
trated) has glass 
protected d 
price $16.50. 


Model 1440 en- 
amel dial, price 
$11.50. 


See your 
Supply House 


HANSON 
SCALE CO. 
Est. 1888 
Northbrook, Illinois 


THUMBSUCKING 


since infancy caused this malocclusion. 


THUM broke the habit 
4 UJ M and teeth returned to 
TRADE MARK normal position. 


Get Thum at your druggist or surgical dealer, 
Prescribed by physicians for over 20 years, 


BUY 
U. S. SAVINGS 
BONDS 
MAKERS OF 


F me Quality of Ingredients and Suit- 

ability of Selections are two 

factors underlying the prepara- 

tion of Cosmetics by Luzier. 

If have any cosmetic problems our sales organization 
be happy to serve you. 


LUZIER’S Inc. @ 


Kansas City, Mo. 


. those who cannot or should not 
climb stairs. You ride safely, ef- 
fortlessly up or down, simply by 
the push of a button. Time-tested, 
easily installed. Nation-wide ser- 
vice. Costs $1400 or less (installed 

N. ¥. C.)... and well worth it! 


MACHINE WORKS 
Estoblished 1893 


265 West 14th Street, New York 11 
OTHER SEDGWICK PRODUCTS 
RESIDENCE ELEVATORS 
SIDEWALK ELEVATORS 
FREIGHT WAITERS 
DUMB WAITERS 


| @ A | 
| 
| 
| | | 
| | | 
| | | 
yp OR DOWN... 
q YOUR HEART'S CONTENT 
f The Sedgwick Stair-Chair serves 
| | 
| | > OF 7 
| haze 
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THE CASE 


FOR EARLY CONTROL 


OF HYPERTENSION' 


In the Guest Editorial for GP in July, Dr. Edward D. Frets 
reexamines two major questions: 


1. Should Hypertension Be Treated Early? Freis 
finds the case for early treatment to rest on cause-and- 
effect evidence: “‘. . . high pressure, . . . and nothing else 
but this high pressure, creates many if not all the organic 
manifestations that lead to the final disability and eventual 
death of the patient.” The “evidence presents a cogent 
argument for the treatment of hypertension early before 


| 


vascular damage has occurred. 


2. What Is the Role of the More Potent Agents? 
“*... the evidence ... suggests that the technique [for the 
effective and safe use of such agents as ANSOLYSEN] 
should be more widely learned and employed. Further- 
more, .. . the patients with early hypertension, especially 
those without renal damage, are far more easily con- 
trolled, with fewer side effects, than the patients with 
advanced hypertension.”’! 


Freis cautions that these views are not presented as dogma; 
. they have been developed to show the other side of 
an argument that seems to have many points in its favor.’”! 


1. Freis, Edward D.: Guest Editorial. GP 14:72 (July) 1956. 


ANSOLYSEN’ 


TARTRATE Pentolinium Tartrate 


Lowers Blood Pressure 
Wijeth 


® 
Philadelphia 1, Pa. 
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LARGE STOCK NEW, USED EQUIPMENT; INSTRU- 
ments; available for physician, hospital, or laboratories. 
Harry Wells, 400 E. 59th St., New York 22, New York. 


FOR RENT 


SOUTHERN CALIFORNIA'S MOST FABULOUS NEW 
community—beautiful La Mirada opens Ist and only 
medical center, June; general and specialists needed; 
minutes from downtown Los Angeles; 25,000 young 
families; extremely high income group; hospital planned. 
Write: J. Nathan, 119 S, Western, Los Angeles 4, Cali- 
fornia. T 


IDEAL MEDICAL OFFICE—PERFECT CORNER; ON 
busy Boulevard, growing community; in 40 blocks with 
4 schools, only 1 general practitioner, no obstetrician- 
gynecologist. 707 NW Y8 St., Miami 50, Florida, PL 9- 
3287 after 4 P.M. = 


SPACIOUS SUITE AND SINGLE OFFICES AVAIL- 
able—in prominent downtown office building; elevator and 
janitor service. E. M. Realty Company, 5526 19th Ave- 
nue, Kenosha, Wisconsin. 7 


FULLY EQUIPPED MODERN OFFICE—-X-RAY LAB- 
oratory, operating room, recovery room; ideal for special- 
ists; choice location; reasonable rent; established 38 
years, Box 2315 T, % AMA. 


REAL ESTATE FOR SALE 


NORTH CENTRAL ARKANSAS — ESTABLISHED 
medical clinic; (modern combined apartment) fully 
equipped laboratory, X-ray room, electrocardiograph, 
hospital rooms, 2 doctors offices, large modern air-con- 
ditioned building; 150’ x 200’ city lot; County seat in 
the heart of the Ozarks, retirement, recreational and ag- 
ricultural area; good income plus a better life for you 
and your family; for full details write: Curlee Land 
Company P. O. Box No. 368-J, Mountain Home, 
Arkansas. 


DAYTONA BEACH, FLORIDA — ON THE WORLD'S 
most famous beach; modern and beautiful 17 unit motel 
on the ocean front; lovely furnishings; large paved 
parking area; includes 8 efficiencies and 9 hotel rooms; 
partly air-conditioned; TV in rooms; nicely landscaped; 
grossing over $35,000; will give a high return: requires 
$50,000 down, Exclusive with: Lund Realty, 725 N. At- 
lantic Ave., Daytona Beach, Florida. x 


DESIRABLE LOCATICN — TWO MILES WEST OF 
Montclair, New Jersey; 7 room house; offices attached; 
continuously occupied by physician past 25 years; prop- 
erty and building in perfect condition. Box 2384 X, 
So AMA 


FLORIDA—DAYTONA BEACH; CLINIC-TYPE MOD- 
ern office; home; air-conditioned; completely equipped 
for general practitioner; well-established practice loca- 
tion; 1 block from beach; center best hotels; $65,000 gross 
possible; Florida license essential; terms. For informa- 
tion write: Geo. W. Lubke, Inc., 601 North Atlantic 
Avenue, Daytona Beach, Florida. x 


BEAUTIFUL HOME AND OFFICE FOR SALE—EX- | 
cellent opportunity to take over active general practice; | 


doctor going to specialize. For further information call: 
Atlantic City 4-0575, Atlantic City, New Jersey. x 


PUBLISHERS AND PRINTERS 


PROFESSIONAL PRINTING COMPANY 
NEW HYDE PARK. N Y 


NURSE ANESTHETIST WANTED 


WANTED —~ NURSE ANESTHETIST; ONE; TO IN- 
crease staff; preferably night shift on maternity 5 nights 
a week. Apply: Chief, Anesthesia Department, The 
Mercer Hospital,*+ Trenton 8, New Jersey. 


MEDICAL WRITING 


PROFESSIONAL MEDICAL WRITING SERVICES — 
papers, theses, books, reviews, abstracts. Blue Pencil, 
Box 1416, Grand Central Station, New York 17, New 
York. 


CRISP MEDICAL WRITING--PROMPT EDITORIAL 


attention, to manuscripts of all lengths in all specialties. 
Consult: Scriptors, Box 821, Kalamazoo, Michigan, 


PATIENTS’ RECORDS AND FILES 


“PRINTING PATIENTS: RECORDS 


BOOKKEEPING SYSTEMS * FILES 


PROFESSIONAL PRINTING CO., INC 
NEW HYDE PARK, N. Y. 


prescribe 


for 
immobilising the 
lumbosacral 


region 


When diagnosis in- 
dicates need for 
immobilization of 
the entire lumbo- 
sacral region, a 
Camp Authorized 
Dealer will provide 
your patient with 
an immediate, pro- 
fessional fitting of 
a garment 
designed specifical- 
ly for the job. Your 


patients have the assurance of com- 
fort through superior construction, and 
economy through Camp’s low prices. 


JACKSON, MICHIGAN 


J.A.M.A., December 1, 1556 
BOOKS RECEIVED 


Books received by Tue JouRNAL are acknow!- 
edged in this column. Selections will be mad» 
for more extensive 1eview in the interests of 
THE JOURNAL readers as space permits. Books 
listed in this department are not available fo; 
lending or sale through the American Medicu! 
Association. 


Methodische Probleme der klinischen Psycho- 
therapie. Von Dr. Dietrich Langen. Mit einem 
Vorwort von Prof. Dr. Dr. h. c. E. Kretschmer, 
Direktor der Universitats-Nervenklinik Tiibingen, 
Boards. 10.50 marks; $2.50. Pp. 120. Georg 
Thieme Verlag, Herdweg 63 (14a) Stuttgart N 
(American zone), Germany; [Intercontinental 
Medical Book Corporation, 381 Fourth Ave., New 
York 16], 1956. 


How to Make Health Visible: A Catalog of Ef- 
fective Tools for Promoting Better Health. Pul- 
lished by Board of Trustees of Cleveland Health 
Museum with cost covered in part through gifts 
from Hankins Container Company and Brown Fin- 
tube Company. Paper. $1. Pp. 36, with illustrations. 
Cleveland Health Museum, 8911 Euclid Ave., 
Cleveland 6, 1955. 


How to Enjoy Good Health. Edited by Cyril 
Solomon, M.D., and Brooks Roberts. With intro- 
duction by George F. Lull, M.D., Secretary-General 
Manager, American Medical Association. [Many of 
these articles were published originally in This 
Week Magazine.] Cloth. $3.95. Pp. 240. Random 
House, Inc., 457 Madison Ave., New York 22, 
1954-1956. 


List of Films on Human and Comparative Para- 
sitology. Third edition. Boards, loose-leaf. Pp. 94. 
Netherlands Scientific Film Association, Catharij- 
nesingel 59, Ingang Sterrenbos, Utrecht, The 
Netherlands; International Scientific Film Associa- 
tion, 38 Avenue des Ternes, Paris 17e, France, 
1956. 


Spermapepsin-unders¢gelser i relation til den 
kliniske fertilitetsbedgmmelse. [By] H. H. Seedorff. 
[Studies on Pepsin in Semen in Relation to Clinical 
Evaluation of Fertility. Thesis, M.D., Copenhagen 
University. With English summary.] Paper. Pp. 
104, with 20 illustrations. G. E. C. Gads Forlag, 
Copenhagen, Denmark, 1956. 


The Image of the Heart and the Principle of 
Synergy in the Human Mind. By Daniel E. 
Schneider, M.D. Published under auspices of Foun- 
dation for Psychosynergy. Cloth. $6. Pp. 267. 
International Universities Press, Inc., 227 W. 13th 
St., New York 11, 1956. 


Manuale di fisiopatologia. Dal Prof. Dott. A. 
Fieschi, direttore dell’Istituto di patologia speciale 
medica e metodologia clinica dell’Universita di 
Genova. Cloth. 8000 lire. Pp. 703, with illustra- 
tions. Edizioni Minerva medica, Corso Bramante 
83 (Casella postale 491) Turin 314, Italy, 1955. 


Les ultra-violets en médecine. Par Jean Meyer 
et Claude Kellershohn, professeur de eng meé- 
dicale a la Faculté de médecine de Nancy. Paper. 
2500 francs. Pp. 272, with 126 illustrations. Gaston 
Doin & Cie, 8 place de l’Odéon, Paris 6e, France, 
1956. 


The Origins and Prehistory of Language. By G. 
Révész. Translated from German by J. Butler. 
Cloth. $7.50. Pp. 240. Philosophical Library, Inc., 
15 E. 40th St., New York 16, 1956. 


Morals in Medicine. By Thomas J. O'Donnell, 
S.J., Regent and Professor of Medical Ethics, 
Georgetown University School of Medicine, George- 
town University Hospital, Washington, D. C. Cloth. 
$3.75. Pp. 281. Newman Press, Westminster, Md., 
1956. 


Proceedings of the Annual Meeting, Council for 
High Blood Pressure Research, American Heart As- 
sociation, Cleveland, Ohio, November 18-19, 1955. 
Volume IV. Cloth. $4.50. Pp. 186, with illustra- 
tions. American Heart Association, Inc., 44 E, 23rd 
St., New York 10, 1956. 


Diagnostic Procedures for Virus and Rickettsia! 
Diseases. Second edition. Cloth. $7.50. Pp. 575, 
with 43 illustrations. American Public Health Asso- 
ciation, Inc., 1790 Broadway, New York 19, 1950. 
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NOW IN 
CORDIAL-LIKE 
FORM, TOO. 
PROMPT-ACTING, 
GOOD-TASTING 


« 
Sox 
4 


Chicago 11, Illinois 


NEW 


WITHOUT DISTURBING 
MENTAL ACUITY 


FAST — begins to induce “peace of mind” 
within 15 minutes. ' 


EFFECTIVE — approximately 90% clinical 
response in anxiety and tension states.':? 


WELL-TOLERATED — Virtually no side ef- 
fects are reported. No toxic action on liver, 


blood or brain.':?:° 


DOSAGE: Adults, usually one 25 mg. tablet 
or two tsp. Syrup, t.i.d. Children, usually 
one 10 mg. tablet or one tsp. Syrup, once 
or twice daily. Adjust as needed. 


SUPPLIED: In tiny 25 mg. (green) tablets, 
and 10 mg. (orange) tablets, bottles of 100. 
ATARAX Syrup in pint bottles, containing 
2 mg. ATARAX per Cc. 


References: 1. Farah, Luis: Int. Rec. of Med. & Gen. 
Prac. Clin. 169:379 (June) 1956. 2. Shalowitz, M.: 
Geriatrics, July, 1956. 3. Robinson, H. M. et al: 
J.A.M.A. 161:604 (June 16) 1956. 
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Side 


Overheard last week in a bar in Chicago’s Loop: 

“I finally got solvent, thank goodness. I just borrowed 
enough money to pay all my debts.” 

It’s Henny Youngman’s story about the Texas tyccon who 
rushed into the airport, plunked down $100 and said, “Gimme 
a ticket.” 

“Where to, sir?” asked the agent. 

“Anywhere, son!” boomed the Texan. “I’ve got business 
all over!” 

“Mary,” said the mother to her quick-tempered little girl, 
“nice girls do not get angry and shout naughty words. You 
must always give a soft answer.” 

Later that day the girl and her brother indulged in their 
usual quarrel. Mary, about to explode, suddenly caught her 
mother’s eye. 

“Oh!” she snarled, “Mush!” 

The amateur inventor’s wife was distraught. In 20 years of 


married life her husband had spent an average of three fruitless 


evenings per week, in the cellar, working on some brainstorm. 
Now, for the past three weeks, he had taken to gathering up 
scraps of food from his own dinner table and those of the 
neighbors—and vanishing into the cellar for top-secret experi- 
ments. 

What with the neighborhood gossip and the odors in the 
house, the wife was at the end of her patience. Then, one 
night, she heard a shout in the cellar and a few seconds later 
her husband burst into the kitchen. 

“I’ve got it!” he announced victoriously, holding up a glass 
of brownish liquid. 

“What is it?” 

He stirred the liquid vigorously with a fork and watched it 
foam. Then he answered: 

“Instant garbage.” 

Sign noted on a west coast night school bulletin board: 

“There will be no Accounting for women this year.” 

“How much are these tomatoes?” the lady asked her grocer. 

“Forty cents a pound.” 

“Did you raise them yourself?” the shopper inquired. 

“Yup, sure did,” answered the grocer. “Yesterday, they 
were thirty cents.” 

The warden of one of the more advanced prisons began to 
feel sorry for one of the prisoners—a friendly enough fellow 
except on visitors’ day. Then, while most of the prisoners 
received kin-folk and such, this fellow stayed alone in his cell. 

One visiting day, the warden called him into the office. 
“Ben,” he said kindly. “I notice you never have any callers. 
Don’t you have any friends—or family?” 

“Oh, sure,” replied Ben happily, “but they’re all in here.” 


J.A.M.A., December 1, 1956 


A little man approached the policeman on the corner timidly. 

“Excuse me, officer,” he said, “but I’ve been waiting here for 
my wife for over an hour. Would you please order me to 
move on?” 

The small daughter of a recently elected governor was very 
proud of her new position and mentioned the fact at every 
opportunity. 

“Darling,” advised her mother, “you mustn’t keep telling 
everybody that you’re the daughter of the governor. Just tell 
them your name, that’s all.” 

Late that afternoon the child was playing in the park when 
someone came over to her and said, “Aren’t you the governor’s 
daughter?” 

“Well,” replied the child, “I thought I was, but Mother 
says not.” 

+ 

“Honey,” explained the woman as she noticed the dark 
glance her husband gave the hat box in her hand, “I was down 
in the dumps today so I bought myself a new hat.” 

“Oh,” he growled, “that’s where you get them!” 

“Thank you,” the minister told the small boy at his door. 
“Tll call this afternoon, and thank your mother for those 10 
lovely apples.” 

“Would you mind very much,” asked the boy, “thanking her 
for 12?” 

“Any little American boy can grow up to be President,” 
says Tennessee Ernie. “That’s just one of the chances he has 
to take.” 


— 


“I’m sure he was egnee at home. oy last week we were 
talking about how lucky a lousy bum like him was to have a 
good home and loving wife 
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Only 1 dose 


every 1 2 hours! 


Continued clinical studies on this 
new Upjohn antibiotic have dem- 
onstrated that the 1-Gm. “prim- 
ing dose” originally recommended 
is unnecessary. The resultant 
usual adult dose of only 2 capsules 
(500 mg.) every 12 hours repre- 
sents a bonus of both economy 
and convenience for your patients. 
Particularly for Staphylococci 
and Proteus resistant to all other 
antibiotics, 


Upjohn Medicine... designed for health... produced with care. 


*Trademark, Reg. U.S. Pat. Off.—the Upjohn brand of crystalline novobiocin sodium, 


108 


: 
ify > 
f 
Z 
4 
4 
ba 
: 
R 
* 
; 
1 
4 
i 
. 
3 


110 
INDEX TO ADVERTISERS 
FIRM PAGE 
A 
Abbott $1, 34A-B, 35 
American Cyanamid Co., 
Fine Chemicals 14-15 
50 
B 

82 

Burroughs Wellcome & Co., Inc. ............ 22-23, 41 
Cc 

_ Ciba Pharmaceutical Products, Inc. 6-7, 20, 87, 94 

D 

Department of the Army (U. S. Air Force )........ 17 

E 

F 

Fairmount Maternity Hospital ....................2100+ 113 
G 

Geigy 99 
H 

104 

J 

K 

L 

Leeming, Thomas, 19, 102-103 

Lederle Laboratories..................++ 28, 77, 88-89, 93 


Linde Air Products, 
Division of Union Carbide & Carbon Corp. .. 72 


M 


Maltbie Laboratories Division 


Marbel Blood Calculator Co. 113 


Organize...Modernize 
Your Office Records! 


THE DAILY LOG is designed specifi- 
cally for the medical profession—a 
thoroughly ORGANIZED and UP- 
TO-DATE system preferred by thou- 
sands of physicians since 1927. 


GIVES FACTS for management—for 
tax returns. Professional and personal 
figures kept separate. No bookkeep- 
ing knowledge ee. Whether 
you do your own kkeeping, or 
the work is done by an assistant, the 
Daily Log is SIMPLE and EASY to 


use, 


FULLY DATED with month, date and 
day printed on each Daily Page. 
Logical and attractive forms cover 
every business aspect of your prac- 
tice. 


LOOSELEAF forms bound in dated, 
attractively embos screw-post 
binder. Handsome 7-ring flat-open- 
ing binder also available to hold 
forms from “post-bound” Daily Log. 
Return forms to original eaie-binder 
for safe, accessible storage at end of 
year. 


PRICES: Daily Log $7.25. One 36 line 
page a day. 
Daily Log $12.50. Two fac- 
ing 36 line pages a day, two 
6-mo. volumes. 


MAIL 
COUPON 
TODAY! 


COLWELL 
Publishing Co. 


236 University Ave. 

Champaign, Illinois 

| Please send me Regular (]) Double (1) Daily 
Log for 1957. Remittance enclosed. 


v Please send me more details along with 
REE Record Supplies Catalog. 


| 
| 
| 
| 
| 
| | 
| 
| appress | 
| | 
| | 
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outlook: 
| SNOW 
SHOVELS 


of tetrahydrozoline hydrochloride 


a preferred nasal decongestant 


time for 


Immediate nasal patency lasting up to 
6 hours or longer following a single dose. 


Odorless and tasteless and well tolerated. 
Virtually no sting, burn, irritation or 
CNS stimulation. 


Supplied »TyYZINE Nasal Solution, l-oz. dropper 
bottles, 0.1%. TYZINE Nasal Spray, 15 cc., in plastic 
bottles, 0.1%. TYZINE Pediatrie Nasal Drops, 
0.05%, with calibrated dropper for precise dosage. 


/Dae PFIZER LABORATORIES, Brooklyn 6, New York 
P fizer. Division, Chas. Pfizer & Co., Inc. 


Note: As with certain other widely 
used nasal decongestants, overdosage 
may cause drowsiness or deep sleep 

in infants and young children: 

KEEP OUT OF HANDS OP. CHILDREN 

OF ALL AGES. TyzIne Nasal Spray 
and Tyzine Nasal Solution, 0.1%. 

are not recommended for use in 
children under six, When using 

Tyzine Nasal Spray in the plastic 

bottle, it should be administered 
only in an upright position. 
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the descent from Mount Everest 


In utero, the oxygen environment is compa- 
rable to an altitude of 33,000 ft.' But the fetus 
needs no oxygen mask. Thanks to the placenta, 
the unborn is well equipped for high altitude. 
However, a premature descent from this “Mt. 
Everest in utero”' plunges the infant into an 
environment for which he is not prepared. 


Premature birth is associated with the major- 
ity of fetal deaths and two-thirds of early neo- 
natal deaths.’ In addition, it is a significant etio- 
logic factor in disorders ranging from behavior 
problems to cerebral palsy.” 


With the help of Releasin, premature labor 
may often be controlled.“° A new hormone of 
pregnancy, Releasin is indicated when labor oc- 


a new aid in control of premature labor 


curs between the 29th and 36th week of preg- 
nancy. Its use has been demonstrated to in- 
crease the chance of delivering a viable infant: 


® Releasin may halt premature labor entirely 
in many cases. 


e In others, birth is often delayed long enough 
to permit additional days or weeks of intra- 
uterine life, greatly increasing the child’s 
chance of survival. 


Complete literature is available on request. 


References: 1. Eastman, N. J.: Am. J. Obst. & Gynec, 
67:701 (April) 1954. 2. A New Focus: Perinatal Mortality, 
New York: Metropolitan Life Insurance Co. 3. Pasamanick, 
B., and Kawi, A.: J. Pediat. 48:596 (May) 1956. 4. Abram- 
son, D., and Reid, D. E.: J. Clin. Endocrinol. & Metab. 
15:206 (Jan.) 1955. 5. Eichner, E.; Waltner, C.; Goodman, 
M., Sa Post, S.: Am. J. Obst. & Gynec. 71:1035 (May) 
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brand of relaxin 


WARNER-CHILCOTT 


100 YEARS OF SERVICE TO THE MEDICAL PROFESSION 
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Vol. 162, No. 14 113 
NEW YORK POLYCLINIC MEDICAL SCHOOL AND HOSPITAL 
THE PIONEER POST-GRADUATE MEDICAL INSTITUTION IN AMERICA—ORGANIZED 1881 
EYE, EAR, NOSE and THROAT SURGERY and ALLIED SUBJECTS 
A_ three months combined full time refresher course consisting of attendance at A two months full time combined surgical course comprising general surgery, trau- 
clinics, witnessing operations, lectures, demonstration of cases and cadaver matic surgery, abdominal surgery, gastroenterology, srectoieas. gynecological sur- 
} demonstrations; operative eye, ear, nose and throat on the cadaver; clinical and gery, urological surgery. Attendance at lectures, witnessing operations, examination 
} cadaver demonstrations in bronchoscopy, laryngeal surgery and surgery for facial of patients pre-operatively and post-operatively and follow-up in the wards post. 
palsy; refrection; refractory radiology; pateenegy: bacteriology and embryology; operatively. Pathology, roextgenology, physic! medicine. anesthesia. Cadaver 
physiology; neuro-anatomy; anesthesiology; physical medicine; allergy, as applied demonstrations in surgical anatomy, thoerscic surgery, proctology, orthopedics 
to clinical practice. Examination of patients preoperatively and follow-up post- Operative surgery and operative gynecology on the cadaver; attendance at de- 
operatively in the wards and elinics. Attendance at departmental and general partmental and general conferences. 
conferences. 
OBSTETRICS and GYNECOLOGY PROCTOLOGY and GASTROENTEROLOGY 
A two months full time course. In Obstetrics: lectures; prenatal clinics; attendina 
normal and operative deliveries; detailed instruction in operative obstetrics A combined course comprising attendance at clinics and lectures; in- 
| (manikin). X-ray diagnosis in obstetrics and gynecology. Care of the newborn struction in examination, diagnosis and treatment; pathology, radi- 
| in Gynecology: tectures; touch clinics; ——— operations; examination of ology, anatomy, operative proctology on the cadaver, anesthesiology, 
i . Anes ° 4 
at Operative on the | postoperatively in the wards and clinics; attendance at departmental 
cadaver. and general conferences. 
For Information about these and other Courses, Address: THE DEAN, 345 West 50th Street, New York 19, N. Y. 
SIMPLIFY BLOOD CELL COUNTING SECLUSION Est. 1909 MATERNITY 
MARBEL BLOOD CELL CALCULATOR FAIRMOUNT HOSPITAL 
Modern hospital, large yard, y 4 
recreation room ; 
Always Accurate © Faster Count © Easy to Operate Rates reasonable. in certain eases work given to A nS ais, 
No mo dious Computations. Five keys for five fi f either hand Fecuce expenses. a 


Myeclocytes. Count, add and calculate to 100 in one minute without 
removing eyes from macroscope. Price $75.00, black finish. 


THE MARBEL BLOOD CALCULATOR CO. 
5200 S. HARPER CHICAGO<15, ILL 


juvenile court. Early entrance advised. All cor- 
respondence confidential 
Write or phone 
Wabash 3-3577 
Kansas City, Mo. 


Helen Amos, S 
4911 East 


upt. 
27th St., 


Health Publications 


Send for a free catalog listing publications of the American Medical 
Association dealing with community health, personal hygiene and sani- 
tation. Listed are posters, pamphlets and other publications of interest 
to the public. Help encourage the maintenance of good health in your 
community. 


American Medical Association, 535 North Dearborn St., Chicago 10 


BELLEVUE PLACE 
for 
Nervous and Mental Diseases 


EDWARD ROSS, M.D., Medical Director 
BATAVIA, ILLINOIS PHONE: BATAVIA 1520 
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NEO-MAGNACORT 


neomycin and hydrocortisone diethylaminoacetate hydrochloride 
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Steclin-Mycostatin (Squibb Tetracycline-Nystatin) 


Another form of the only broad spectrum 
antibiotic preparation with added protection 
against monilial superinfection 


PLEASANT TASTING — Mysteclin Suspension is pleasant- 
ly fruit-flavored and will appeal to taste-conscious 
youngsters as well as to adults who prefer liquid 
medication. 


BROADLY EFFECTIVE — Mysteclin Suspension provides 
well tolerated therapy for the many common infec- 
tions which respond to tetracycline—and also acts to 
prevent monilial overgrowth. 


READY-TO-TAKE — Mysteclin Suspension requires no re- 
constitution and can be given by simple teaspoon 
dosage to patients of all ages. 


MYSTECLIN SUSPENSION: a fruit-flavored oil suspension 
containing the equivalent of 125 mg. Steclin (Squibb 
Tetracycline) Hydrochloride and 125,000 units My- 
costatin (Squibb Nystatin) per 5 cc. teaspoonful. 
Supplied in two-ounce bottles. 


Also available as Capsules (250 mg. Steclin Hydrochloride and 
250,000 units Mycostatin) and Half Strength Capsules (125 mg. 
Steclin Hydrochloride and 125,000 units Mycostatin). 


eee) Squibb Quality —the Priceless Ingredient 


“mystectin’®, ‘steciin’®, AND ‘MYCOSTATIN’'® ARE SQUIBB TRADEMARKS 
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‘Sodium 


Restrictio 


Congestive 
Heart Failure 


Hypertension 
Cirr hosis 


Pregnancy 


Neocurtasal 


AN EXCELLENT SALT REPLACEMENT 


bo 
(Low Sodium) Duets 


TASTES 


Contains potassium chloride, potassium 
glutamate, glutamic acid, calcium sili- LOOKS LIKE 
cate, potassium iodide (0.01%). 


pours | SALT 
2 oz. shakers and 8 oz. bottles 
Sold Only Through Drugstores. USED 
Assures 


patient cooperation 


Neocurtasal, trademark reg. U.S. Pat. Off. 
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SYMBOL OF SERVICE 


in the management 
of your food-sensitive 


patients, specify 


hypoallergenic soya formula 
a soybean protein food for sound nutrition 


When you specify Liquid Sobee, the eczema and 
gastrointestinal disturbances caused by milk allergy 
are usually promptly relieved. These disturbances, 
when due to other food allergens, are also 

usually relieved by using Liquid Sobee as the basis 
of an elimination diet. Liquid Sobee is exceptionally 
well taken and well tolerated. Stools are 
satisfactory; diaper staining is no problem. 


“Thermo-flash” sterilization gives Liquid Sobee a 
pleasant, bland flavor... attractive, light color... 
permits maximal preservation of amino acids and 
important B vitamins. 


In a study reported by Kane,* babies on 
Sobee showed: 

Satisfactory growth and nutrition ... 99% relief of 
eczema, 90°) relief of gastrointestinal and/or non- 
dermatologic symptoms ... excellent acceptance. 


*From an exhibit by Sydney H. 
Kane, M.D., at the American 
Medical Association meeting, 
Atlantic City, N. J., June 6-10, 
1950. 


iN MEDICINE 


MEAD JOHNSON & COMPANY, EVANSVILLE 21, INDIANA, U.S.A. 


| 
(MEAD) 


